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RECENT advances in the physiology of 
human reproduction suggest that the dura- 
tion of pregnancy is intimately associated 
with the individual type of the menstrual 
cycle. As the viability of the ovum, which 
is shed into the Fallopian tube at ovulation, 
is limited to only few hours, pregnancy 
starts almost simultaneously with the time 
of ovulation. It follows that the accurate 
timing of ovulation determines the very 
beginning of gestation. 


We know that ovulation occurs under 
physiological conditions 14 days prior to the 
onset of menstruation. It is also known that 
the corpus luteum of the menstrual cycle 
ceases to secrete 14 days after ovulation 
This means in practice that in a 28-days 
cycle ovulation takes place on the 14th day, 
ina 30-days cycle on the 16th day, and in 
a 32-days cycle on the 18th day after the 
beginning of the last menstrual period. It 
has also been established quite definitely 
that an absolute regularity of the menstrual 
cycle does not exist. Consequently, to 
determine the time of ovulation in any 
particular woman we must first know the 
degree of irregularity of her cycle. The 
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obstetrical significance of the knowledge of 
the precise type of the menstrual cycle can 
best be demonstrated by the following 2 
examples. 


Case 1. A tall and healthy-looking woman, the 
wife of a forester, born in 1906, whose menstrual 
cycle was very irregular, had her last menstrua- 
tion on 7th February, 1932. She lived in the 
Bohemian Forest and was under the care of an 
obstetrician in Prague, who advised her to come 
into the city at the beginning of November and to 
be delivered by him in a nursing-home. The 
expected date of delivery was calculated to be the 
14th November, 1932. Pregnancy proceeded for 
more than 2 weeks after the calculated date. The 
obstetrician regarded the case as one of post- 
maturity. He ruptured the membranes and on 3rd 
December delivered the patient with forceps, the 
baby presenting as a face. On the third day after 
delivery, the baby—a girl of 8 pounds 4% ounces 
—died of pneumonia and the mother developed 
endometritis and thrombophlebitis of both legs. 
The mother was kept in bed for 4 months and, 
because of the condition of her heart and circula- 
tory system, she was advised not to have another 
baby for some time. This pregnancy had a dura- 
tion of 301 days. It would have continued, if the 
obstetrician had not lost his patience and had not 
terminated the pregnancy by artificial means 
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which turned out to be so bad for both the mother 
and her baby. 

In the summer of 1935 the patient conceived 
again. The last menstrual period was on 4th 
August, and I saw her for the first time on roth 
October. The expected date of delivery was 11th 
May, 1936. She was advised to enter my clinic in 
Prague towards the end of April. She remained 
in hospital for 4 weeks, and on 22nd May, 11 days 
after the expected date of delivery, I attempted to 
induce labour with castor oil, a hot bath and 
pituitary extract, but without any effect. Attempts 
were made to induce labour by similar means on 
26th and 30th May, and on 4th June, again with- 
out success. Although she looked rather overdue 
and the foetus seemed to be big, the patient was 
not given further treatment, but on 14th June, 
after a spontaneous onset of labour, she was 
delivered of her second child within 9 hours. The 
baby was a boy, 8 pounds 6 ounces, 21 inches long, 
and quite normally developed. 

This second pregnancy had a duration of 316 
days. The abnormal duration would tend to lead 
the obstetrician in charge of the case to terminate 
pregnancy artificially. However, I had _ the 
impression that this abnormal duration of preg- 
nancy might have been due to an extraordinary 
irregularity of her menstrual cycle. The patient 
was discharged and advised to keep a careful 
menstrual record so that the periodicity of her cycle 
could be determined and the timing of conception 
could be calculated in case of a third pregnancy. 

In November 1937, she thought that she was 
pregnant again, and a positive Friedman test was 
obtained on 17th November. The patient had kept 
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an accurate menstrual record since July 1936, and 
the record showed a menstrual cycle of exceptional 
irregularity, which is illustrated in Table I. 

The intervals between the first 2 periods after 
the delivery were very short, and were character- 
istic of the anovulatory cycles which are found so 
frequently during the period of lactation. The 
succeeding menstrual cycles were very long, giving 
ovulation times from the 2oth and 65th days of 
the cycles. The patient kept an accurate record 
of the dates of intercourse. The dates particularly 
significant for this conception were the roth, 16th 
and 24th October, 1938, after the last menstrua- 
tion on 14th September. In view of the irregularity 
of the menstrual cycle it was felt that the calculated 
date of delivery could not be obtained by the 
routine method of Naegele, but that it could be 
more accurately computed from the time of con- 
ception. It was therefore calculated, on the basis 
that conception was dated between the roth and 
25th October, that the delivery should be between 
the 1oth and 25th July, 1938. The patient was 
therefore advised to enter hospital at the beginning 
of July. Labour started spontaneously on 25th July, 
1938, and the patient was delivered of a boy, 
weighing 8 pounds 13 ounces, and 20% inches long. 

In this third pregnancy, calculation from the date 
of the last menstrual period gave a fictitious dura- 
tion of 315 days, whereas the actual duration of 
273 to 288 days is obtained if the calculation is made 
from the possible time of conception. Clearly, the 
case would have been regarded as one of post- 
maturity but for the record of the menstrual cycle, 
and there would have been a tendency to induce 
labour prematurely. 





@ = Onset of Menstruation. 
TaBLeE I. 21.6.38. Expected date of delivery. 25.7.38. Spontaneous delivery. 


O=Ovulation. x =Coitus. 











THE PERIOD OF GESTATION 


The patient kept careful records for the next 2 
years and then conceived for the fourth time. Her 
menstrual cycle had become shorter and _ less 
irregular and showed a variation between 26 and 61 
days, with an average variation of between 26 and 
37 days. Table II illustrates the variation in the 
time of ovulation, which in the majority of these 
cycles occurred from the 12th to the 23rd day after 
the onset of the menstruation. 

The last menstrual period started on 30th 
November, 1941. The Naegele calculation gave, 
therefore, the expected date of delivery to be 7th 
September, 1942. The patient was delivered 
spontaneously on 1toth September, 1942, only 3 
days later than the expected time. The baby was 
a boy, weighing 8 pounds 4% ounces, 20% inches 
long. The duration of this pregnancy, calculated 
from the date of the last menstrual period, was 
285 days whereas, if the calculation is made from 
the time between 11th and 22nd December, 1941, 
the period of gestation is between 261 and 273 days. 














TaBLE II. 7.9.42. Expected date of delivery. 10.9.42. Spontaneous delivery. 


These records demonstrate clearly that 
the real duration of pregnancy showed no 
great variation in the 4 consecutive preg- 
nancies. On the other hand, there was a 
remarkable change in the length of the 
menstrual cycle following upon the third 
delivery. This analysis of data carefully 
calculated over a long period of time shows, 
quite obviously, that the date of delivery 
depends upon the time of ovulation. 


More than a year after her fourth de- 
livery, this patient conceived for the fifth 
time. Her cycles had become less irregular, 
but still showed a variation from 22 to 46 
days. However, the majority of these cycles 
were varying between 32 and 37 days, with 
the bulk of the dates of ovulation covering 
the time from the 18th to the 23rd day of the 
cycle. 
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The last menstrual period started on 12th 
December, 1943. Consequently, the 
patient was due to be delivered on 19th 
September, 1944, but the delivery was 
delayed and the baby was not born until 
27th September, 1944. The baby was a 
boy, 6 pounds Io ounces in weight and 20 
inches in length. The duration of this preg- 
nancy, calculated from the date of the last 
period, was 291 days, but as conception 
must have taken place some time between 
29th December and 3rd January, the dura- 
tion of pregnancy was between 268 and 273 
days. 


these figures is the reappearance of the 
period of 273 days in the appropriate cal- 
culation of the duration of all 3 pregnancies 
which seems to represent the normal length 
of the real period of human gestation. 


Case 2. A princess of an old aristocratic family 
of Bohemia was the last of her line. She was born 
in 1905 and married in 1932, and she was anxious 
to produce an heir for the vast estates of her family, 
She failed to conceive during the first 3 years of 
her marriage. She was treated by several 
gynaecologists. Plastic operations were performed 
on the cervix of the uterus and the vaginal introitus 
by Professor Weibel in Vienna. She consulted me 





TaBLe III. 19.9.44. Expected date of delivery. 


The abnormal length of the first 2 preg- 
nancies of this patient could never have 
been reasonably explained if this woman 
had not been advised to collect the men- 
strual dates during the subsequent years. 
When all these dates preceding the subse- 
quent 3 pregnancies were made available 
the reason why there had been such a 
striking fictitious variation in the duration 
of gestation could be easily detected. 
Although the last 3 pregnancies appeared 
to have a duration of 315, 285 and 291 days, 
respectively, they could be proved to show 
a real period of gestation of 273-288, 
261-273 and 268-273 days respectively. 
And the most remarkable fact amongst 


27.9.44. Spontaneous delivery. 


on 22nd July, 1935. The pelvic organs were normal 
except for a slight cervicitis and colpitis. She was 
able to produce the dates of 8 menstrual periods 
from which the times of ovulation could be calcu- 
lated. She was advised to use the 11th, 12th, 13th, 
14th, and 15th days of the cycle for sexual inter- 
course with the result that she conceived at once. 


Table IV shows that this patient had a cycle of 
27 to 29 days. It was expected, therefore, that 
she would ovulate only between the 13th and 15th 
days of the cycle, which would be between 30th July 
and 1st August, 1935. The expected date of 
delivery, calculated from the last menstrual period 
starting on 18th July, would be 25th April, 1936. 
The patient was delivered on 11th April, spon- 
taneously, of a girl, 6 pounds 13% ounces in weight, 
20 inches in length. The duration of pregnancy 
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TABLE IV. 25.4.36. Expected date of delivery. 11.4.36. Spontaneous delivery. 


calculated from the time of the last period was only 
268 days, and the real period, calculated from 
ovulation, would be between 254 and 256 days, 
which should be considered as abnormally short. 

During the year following upon the first preg- 
nancy, the menstrual cycle became more irregular 
and fluctuated between 27 and 37 days. The 
patient was anxious to bear a son. She was advised 
to have intercourse during the time of ovulation. 
There was only one sexual union during the men- 
strual cycle of March 1937, on 20th Magch, and this 
led to the desired conception, 

The eagerly expected son was born on 18th 
December, 1937, after a spontaneous delivery. He 
weighed 6 pounds 11% ounces, and a length of 20 
inches. The duration of the second pregnancy, 
calculated from the first day of the last period, was 
286 days. Calculated from the date of fertilization 
it was between 273 and 275 days. 

After the second pregnancy the patient’s men- 
strual cycle showed only slight irregularity. In 


TABLE V. 14.12.37. Expected date of delivery. 


November 1939 she decided to have a third child, 
and had sexual congress on 25th and 26th November 
only. Conception followed immediately, and 287 
days after the last menstruation the second boy 
was born on 24th August, 1940. He had a weight 
of 7 pounds 9% ounces, and a length of 20 inches. 
There is ample evidence that the pregnancy com- 
menced in the time between 25th and 27th 
November, from which it is calculated that the 
duration of pregnancy was between 271 and 273 
days. 

In the course of the following 5 years this patient 
had a menstrual cycle which varied between 26 and 
31 days. Only twice during this period of time 
was this periodicity disturbed; the cause for the 
delay of the onset of these 2 menstruations 
remained, unfortunately, unknown. In the autumn 
of 1945 the patient conceived for the fourth time. 
Her last menstrual period started on 19th October, 
and the timing of ovulation was between 30th 
October and 4th November. 





18.12.37. Spontaneous delivery. 
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TaBLE VI. 18.8.40. Expected date of delivery. 


It was again a spontaneous onset of labour, and 
a girl was delivered on 31st July, 1946, with a 
weight of 7 pounds 4% ounces, and a length of 20 
inches. Calculated from the first day of the last 
period, the duration of pregnancy was 285 days 
whie, calculated from the time of ovulation, it 
was between 269 and 274 days. 


In this case, for all 4 pregnancies the very 
beginning of the period of gestation could 
be determined more or less precisely, and 
showed an extraordinary shortness of 
duration of only 254-256 days for the first 
pregnancy and a rather similar length of 
2609-275 days for the 3 following preg- 
nancies. These figures reveal again very 
clearly the actual period of human gestation 
which should serve as the basis for the 
determination of the expected date of 
delivery. 


DISCUSSION. 


From the data given above, I have 
endeavoured to emphasize the practical 
importance of an accurate knowledge of a 
woman’s menstrual cycle for the deter- 
mination of the real period of gestation as 


24.8.40 Spontaneous delivery. 


well as of the date of the expected delivery 
in any particular case. As a regular cycle 
of 28 days does not exist the still common 
expression of ‘‘ Menstruation regularly 
every 28 days ’’ should no longer be used 
in the histories of gynaecological and 
obstetrical cases, but instead we should 
speak and write of menstrual cycles of a 
certain range expressed in days. The 
medical profession should try to persuade 
all girls and women to keep a menstrual 
record for their benefit during the child- 
bearing age. In particular, obstetricians 
should make every effort to convince their 
patients of the importance of writing down 
carefully in a.special calendar the date of 
their menstrual periods. Such a calendar’ 
enables the length and degree of irregu- 
larity of the menstrual cycle to be recog- 
nized at once. Only by following this line 
of education shall we succeed in accumu- 
lating more reliable evidence of the actual 





*This calendar is distributed by H. K. Lewis & 
Co., London, W.C.1, 
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TABLE VII. 26.7.46. Expected date of delivery. 
31.7-46. Spontaneous delivery. 


duration of human gestation and its duration of pregnancy had any relation to 
physiological range. a hypothetical correspondence of the period 

In 6 of the 7 pregnancies recorded inthis of gestation to ten multiples of the 
paper, in which the duration of pregnancy menstrual cycle, as has been postulated by 
could be most accurately determined, the Harvey, Naegele, Rigby, Berthold, Tyler 
interval between the time of ovulation and Smith, John Beard, Jolly and many others. 
the date of delivery was constant at about Clearly, if such an association existed the 
273 days. There was no evidence that the duration of pregnancy in the 2 cases 
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described would have shown a still wider 
variation and in the first case, would have 
led to a grossly abnormal duration for 3 of 
the pregnancies. Moreover, in spite of the 
remarkable differences in length of the 
cycle during the intervals preceding the 
last 3 pregnancies in the first case, 273 days 
emerged as the constant figure of the actual 
period of human gestation. 


When I first read in Jolly’s paper ‘‘On the 
Period of Human Gestation ’’ the leading 
sentence of his summary ‘“‘ Evidence is 
adduced that the period of human gesta- 
tion is intimately related to the length of 
the mother’s menstrual cycle in any par- 
ticular case’’ I expected to find accumu- 
lated evidence to support this contention. 
However, it is most interesting to notice 
how far one can be led astray by the 
fundamentally erroneous assumption that 
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there are women with various types of 
absolutely regular menstrual cycles. 


CONCLUSIONS. 

The actual span of human gestation has 
an average duration of 273 days. This 
duration is entirely independent of the 
length and irregularity of the menstrual 
cycle. In order to avoid disastrous miscal- 
culations of the expected date of delivery, 
the modern obstetrician should not satisfy 
himself any longer with the date of the last 
menstruation only, but should base his 
computation upon the exact figures of the 
menstrual cycle showing its course for at 
least one year preceding the pregnancy 
under consideration. 
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Fic. t. EXAMPLE OF LATERAL PELVIMETRY. 


This pelvigraph was obtained during labour; it shows the occipito-posterior position 
of the head in association with an ‘‘ anthropoid ’’ pelvis (dolichopelly). The scale 
referred to in the text is shown in the upper portion: in this case the reading would 
be made from the ‘‘ 22’’ level. (The outlines of this picture have been slightly 
strengthened to allow satisfactory reproduction.) : 














MEASURING THE OBSTETRIC VALUE OF THE PELVIS 


(The Use of the “ Graph Method ” for the Interpretation of 
Radiological Findings) 
BY 


J. CuassarR Morr, M.A., M.D., F.R.C.S., F.R.C.O.G., 
Nuffield Department of Obstetrics and Gynaecology, University of Oxford. 


IN a previous contribution (Moir, 1946) a 
system of radiographic pelvimetry and 
cephalometry was described in which an 
effort had been made to reduce the 
examination to as simple a procedure as 
possible, consistent with the degree of 
accuracy necessary for clinical work. The 
methods described were evolved from those 
associated with the names (amongst others) 
of Herbert Thoms and Chassard and 
Lepine. 

In the second section of that contribution 
(Moir, 1947) a new method of assessing the 
obstetric value of a pelvis was presented. 
By it, the significance of any set of pelvic 
measurements, relative to the foetal head 
measurement, could be quickly determined 
and the course of labour (in its mechanical 
sense) predicted with a new feeling of 
confidence. Experience gained since that 
date has strengthened the opinion that this 
method has considerable clinical value. 
Judgment of the obstetric radiographs is 
placed on a firmer basis than is possible by 
use of ‘‘ impressionistic ’’ methods of inter- 
pretation; moreover, the method has the 
advantage that it can be applied quickly, 
and the results presented in a form easily 
understood by the clinician. 

The purpose of the present paper is to 
record certain simplifications of the radio- 
graphic technique previously described; 
to restate the methods by which certain 
“difficult ’? measurements can be obtained 
from the radiographs; and to present 





examples of cases in which the method has 
been found helpful in deciding the conduct 
of labour. 


RADIOGRAPHIC TECHNIQUE. 


Lateral projection pelvigraphs. Accurate 
positioning is essential. To ensure this the 
patient is rayed in the erect (standing) 
posture with the pelvis pressed against a 
positioning device (see previous account). 
Any lateral tilting, and any rotation of the 
pelvis—common faults in lateral pelvi- 
graphs—are thereby almost _ entirely 
avoided. It has been alleged that in lateral 
pelvigraphs there is difficulty in discerning 
the end-points of the diameters it is desired 
to measure. But difficulty in this respect 
is almost always the result of a faulty 
positioning of the patient—an error that can 
be easily remedied. 

In the account previously given, a 
measuring rod, centimetre-notched, was 
placed alongside the mid-line of the 
patient’s sacrum. A scale enlarged equally 
with the pelvic mid-sagittal plane was thus 
incorporated in the resulting picture. It has 
now been found convenient—and in some 
ways advantageous—to dispense with the 
use of this special measuring rod. 

If the tube film distance is constant 
(which can easily be arranged) the shadow 
of the measuring rod will obviously be the 
same in every picture in which the-object- 
film distance is also constant. There is, 
therefore, no loss of accuracy if, instead of 
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the movable rod, a permanent scale is 
used which, for convenience, can be 
registered on the film itself. By extension 
of this reasoning, it will be understood that 
a series of scales can be introduced to cover 
all the object-film distances likely to be 
encountered. 

This obvious development of technique 
has doubtless been adopted by other 
workers besides myself; but details of the 
method now used may be of interest. 

The scale is easily registered on the film 
by use of a mask. For best results, it 
should be drawn in Indian ink on the sur- 
face of one of the intensifying screens; this 
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lead-strip notched at centimetre intervals 
is placed parallel to the film at a range 
of 20 centimetres, and an exposure made 
at the standard tube-film distance; the 
film is then processed. A second film is 
exposed at the 25 centimetre range and also 
processed. The radiographic  enlarge- 
ments of the centimetre markings are then 
pricked through on to a sheet of paper, one 
set of markings below and parallel to the 
other. From these extreme scales the inter- 
mediate scales can easily be filled in (Figs. 
I and 2). 

This then, is one possible simplification of 
technique. The need for a movable 
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Fic. 2. The scale used for supero-inferior and antero-posterior projection pelvimetry. 


marking will be found to leave a satisfac- 
tory impression (photographic effect) on 
the normally exposed film. Alternatively, 
the markings may be made on a celluloid 
sheet (cleaned X-ray film) placed between 
the film and the intensifying screen. This 
avoids interfering with the intensifying 
screen (which is therefore still available for 
other classes of work), but necessitates a 


small increase of exposure time, and‘ 


—theoretically at least—results in a slight 
blunting of definition in the resulting 
picture. As a compromise, a narrow strip 
of cleaned film carrying the scale may be 
mounted with rubber solution along the 
upper part only of the intensifying screen, 
so that the scale is impressed on an unim- 
portant part of the radiograph. 

The scale is constructed in the following 
manner. The two extremes of object-film 
range are determined: let us suppose they 
are 20 and 25 centimetres respectively. A 


measuring rod is obviated; but, in com- 
pensation, the radiologist must carefully 
measure the object-film distance and 
permanently record this distance on the 
film. 

Radiographs so obtained are un- 
doubtedly ‘‘neater’’ and more “‘business- 
like ’’ than those secured by the original 
method. The latter also suffered from the 
disadvantage that the shadow of the 
measuring-rod was sometimes rendered 
indistinct by the heavy ‘“‘scatter’’ radia- 
tion. 3 

Supero-inferior and antero-postenor 
projection pelvigraphs. The modification 
described in the preceding paragraphs may 
also be employed in supero-ifferior, and in 
antero-posterior projection pelvigraphs. 
The advantage is now more definite, for the 
special perforated lead plate (clumsy, and 
awkward to adjust) is eliminated, and with 
it the need for a second flash exposure. 
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MEASURING THE OBSTETRIC VALUE OF THE PELVIS IQI 


As before, the price paid for this simpli- 
fication is the need to measure, and to 
register on the film, the object-film distance, 
which in this case is the distance between 
the anterior extremity of the brim conju- 
gate (x centimetre below the upper border 
of the symphysis pubis) and the film. The 
securing of the measurement has been 
greatly facilitated by the construction of the 
simple apparatus shown in Fig. 3. 

Pubic arch pelvigraphs. The method of 
securing a picture of the pubic arch was 
fully described in the previous paper and 
needs no revision. 


MEASUREMENTS REQUIRED FOR THE GRAPH 
METHOD. 
The measurements required for the 
“graph ’’ method of assessing pelvi-cepha- 
lic relationship are as follows: 


1. For the Brim Graph. 

(a) The antero-posterior 
(obstetric conjugate). This is the distance 
from the upper, inner margin of the 
symphysis pubis to the nearest point of the 
sacrum : it is therefore the shortest distance 
seen in the lateral pelvigraph between any 





| ae 
FIG. 3. 
APPARATUS FOR MEASURING HEIGHT OF PUBIC 
SYMPHYSIS. 
The height of the pubic symphysis from the table 
is read off in centimetres from a scale marked on 
a separate cardboard strip. To this height must 
be added the constant measurement from the X-ray 
film to the table-top (allowing for sag produced by 
the patient’s weight). 


diameter 


portions of the pubic and sacral bones in 
the region of the pelvic inlet. (This definition 
must be stressed, for, as explained in the 
previous paper, the anatomical promontory 
of the sacrum is frequently not the nearest 
point to the inner margin of the pubes.) 

(b) The available transverse diameter of 
the brim. This is the transverse diameter 
that intersects the antero-posterior diameter 
(see above) at its mid-point: in other 
words, it is the transverse diameter lying 
mid-way between the front and back walls 
of the pelvis. It is therefore quite distinct 
from the widest transverse diameter; and, 
for present purposes, has much greater 
significance, for it indicates the reduced 
obstetric value of the pelvis with a wedge- 
shaped (‘‘android’’) brim, which the 
widest transverse diameter does not do. 


2. For the Cavity Graph. 

(a) The lower antero-posterior diameter. 
This is the distance between the tip of the 
sacrum and the nearest point of the sym- 
physis pubis. 

Sometimes the coccyx is fused to the tip 
of the sacrum, or the sacro-coccygeal joint 
is narrow and ill-defined. In these cases, the 
measurement is taken from the first free 
inter-coccygeal joint. Very occasionally, 
there may be doubt as to which of these 
points should be selected. If the difference 
is likely to be of clinical significance it 
becomes necessary to palpate the coccyx 
with a finger in the rectum in order to 
identify the mobile portion, and hence to 
locate the effective end-point of the sacrum. 

(b) The transverse diameter. This is the 
distance between the ischial spines, and 
needs no explanation. 

Unfortunately, the ischial spines do not, 
as a rule, show up clearly in a radiograph 
ofa woman at term; and itis for this reason, 
amongst others, that I much prefer, in cases 
of advanced pregnancy, to obtain the 
necessary radiograph by antero-posterior 
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projection (patient lying supine) rather 
than by supero-inferior projection (patient 
reclining). By the former method the rays 
do not traverse the whole of the foetal body 
before reaching the maternal pelvis, and a 
much better technical quality is attained 
in the radiograph. As explained in the 
previous publication, the shape of the pelvic 
brim is lost in this projection (any consider- 
able abnormality can be detected), but 
the transverse measurement of both brim 
and cavity can still be calculated (see later). 
For the purpose in hand this exchange is an 
exchange for the better. 


3. For the Outlet Graph. 

(a) Antero-posterior measurement. This 
is the distance, seen in the lateral pelvi- 
graph, between the tip of the sacrum (or the 
effective tip: see previous section) and the 
mid-point between the lowest parts of the 
curves of the two ischial tuberosities. (With 
the patient correctly positioned, and the 
tube correctly centred over the ischial 
spines, the tuberosities will be nearly, but 
not quite, superimposed.) 

(b) The transverse measurement. This 
is not a linear, but an angular measurement 
of the sub-pubic arch, and is obtained from 
the pubic arch pelvigraph. The apex of the 
angle is indicated by the mid-point of the 
lower margin of the symphysis pubis. The 
two arms of the angle are formed by lines 
joining this point to the inner margins of the 
ischial tuberosities. 


There are other ways by which the antero- 
posterior and transverse values of the outlet may 
be measured. Morris (1947) and Allen (1947) have 
both made valuable contributions to this subject. 
Their methods would doubtless serve well in the 
present scheme; but the method already described 


was selected (after some preliminary trial of other 


systems) because it seemed the simplest, and 
because the pair of measurements selected fell into 
natural line with the pairs of measurements already 
employed for the brim, and for the cavity graphs. 
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4. For the Head Measurement. 

The lateral pelvigraph is used for cepha- 
lometry. (For ‘‘ breech’”’ cases a special 
technique was described in the previous 
paper.) 

Of the various head dimensions the 
biparietal diameter lends itself best to 
radiographic measurement because it is 
(usually) the shortest diameter of the skull 
and cannot therefore be ‘‘ foreshortened ”’; 
and because it is closely related in size to 
the sub-occipito bregmatic diameter, which 
it cuts at right angles. 

In consequence of these facts it is per- 
missible to measure the shortest head 
shadow seen in the radiographic silhouette 
and to state that the biparietal diameter 
cannot be more than that measure. When 
the biparietal diameter itself is clearly 
shown—and fortunately it often is—its 
measurement can be stated without reserve. 

The above paragraph errs in over- 
simplifying the problem. Occasionally the 
shadow cast by the head is such that no 
clear diameter can be seen. In those cases 
it is sometimes helpful to measure the head 
in the antero-posterior projection pelvi- 
graph, with due attention paid, of course, 
to the object-film distance. (This distance 
can be calculated after noting, in the 
lateral pelvigraph, the position of the mid- 
point of the head relative to the symphysis 
level.) Exceptionally, the head lies high 
above the pelvic brim, or is much exten- 
ded; in these circumstances attempts at 
measurement are almost useless, and the 
only course open is to re-examine the 
patient at a later date. 

It has also been assumed (in accordance 
with traditional teaching) that the biparietal 
and sub-occipito bregmatic diameters are 
equal. In practice this is not strictly true. 
It is seldom that the biparietal exceeds the 
sub-occipito bregmatic diameter (only 4 
times in 50 consecutive cases, see table), 
and when it does, the difference is usually 
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TABLE I, 
ForETAL SKULL MEASUREMENTS IN 50 CONSECUTIVE 
CASES. 


(Babies born within 6 days of the expected date of 

delivery and examined between the end of the 1st 

day and the end of the 5th day after delivery. 

Direct measurement of head made with engineers’ 
callipers.) 


Biparietal Diameter 


Mean measurement 9.27 cm. + 0.045 cm. 


(S.D. = 0.319) 
Extreme measurements 8.8 cm. and 10.1 cm. 


Sub-occipito Bregmatic Diameter* 
Mean measurement 9.59 cm. + 0.050 cm. 
(S.D. = 0.356) 
Extreme measurements 8.8 cm. and 10.2 cm. 


Difference between Meams 0.32 cm. 
(S.D. = 0.067) 
—0.3cm.and + I.Icm. 


Extreme differences 


*This diameter cannot be measured clinically 
with the precision that is possible in the case of the 
biparietal diameter; the figures are therefore less 
accurate than those in the first line of the table. 


small (seldom more than 2 mm.), and is 
the result of a slight ‘‘ bossing’’ of the 
parietal bones. On the other hand, the 
sub-occipito bregmatic usually exceeds the 
biparietal diameter and sometimes by as 
much as 8 or g mm. (rarely more). When 
the difference is pronounced it is generally 
found that the bones are soft and have thus 
permitted an unusual degree of lateral com- 
pression of the skull to take place. 

From the foregoing it will be seen that 
cephalometry is less exact than pelvimetry. 
This is so because the object to be measured 
is not always in the desired position, nor 
capable of being brought into that position 
by manipulation. Multiple rayings, which 
might overcome the difficulty, are undesir- 
able. Nevertheless, the biparietal diameter 
is often quite clearly outlined, and its exact 
measurement is then possible. In all other 
cases one must, as has been explained, be 
content with the knowledge that its 
dimension is below such-and-such a figure. 
But this qualified estimate is much better 
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than no estimate at all: and usually this 
information is all that is required for 
answering the clinical problem in hand. 


METHOD OF CALCULATING THE TRANSVERSE 
PELVIC DIAMETERS. 


In a pelvigraph obtained by supero- 
inferior projection the brim is parallel with 
the table-top and its object-film distance 
known. Hence it is a straightforward 
matter to identify and to measure the trans- 
verse diameter of the brim. (For this, and 
for all the measurements to be described, 
the use of a draughtsman’s callipers or 
dividers is essential.) 

The transverse diameter of the cavity 
(bi-spinous) is also easily measured once its 
object-film distance has been ascertained. 
This is done by subtracting from the object- 
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film distance of the brim (which is known) 
the distance separating the ischial spines 
from the brim. The latter information is 
obtained from the lateral pelvigraph: it 
is usually about 7 cm. (Fig. 4). 

If, however, the pelvigraph has been 
obtained by antero-posterior projection, the 
brim is no longer parallel with the film and 
difficulties therefore arise. The brim-shape 
is distorted. The position of the Available 
Transverse Diameter is not obvious, and its 
object-film distance not directly measure- 
able. The calculations necessary to obtain 
the required measurement will now be 
described step by step. Although the 
description may seem complicated the 
procedure is, in practice, quickly accom- 
plished. 

To Measure the Available Transverse 
Diameter of the Brim. 
(1) The object-film distance of the Available 


Transverse Diameter must first be determined. In 
the antero-posterior pelvigraph identify the 


coccyx-tip relative to the upper margin of the 
symphysis pubis. Measure the distance separating 
them with callipers (Fig. 5) and read off the 
measurement on the scale appropriate to the object- 
film level of the coccyx (high accuracy is not 
required for this measurement). 

(2) In the lateral pelvigraph, draw a line to re- 
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produce the same relationship of symphysis to 
coccyx as that ascertained in (1). This line 
represents the “‘ line of fire ’’ at which the antero- 
posterior pelvigraph was made (Fig. 6). 


(3) In the lateral pelvigraph, identify the pelvic 
brim (see previous definition) and mark its mid- 
point, which is the position of the Available 
Transverse Diameter (Fig. 6). 


(4) From this point drop a perpendicular to 
intersect the line made in (2) (Fig. 6). 


(5) Measure with callipers the distance between 
the point of the intersection and the anterior 
extremity of the brim conjugate: read off the 
measurement (usually 2-4 cm.) on the scale pro- 
vided on the lateral pelvigraph. This measure- 
ment indicates the increased’ distance of the 
Available Transverse Diameter from the X-ray tube 
as compared with the anterior extremity of the 
brim conjugate. The object-film distance of the 
latter is known; by subtractign, therefore, the 
object-film distance of the Available Transverse 
Diameter is obtained. 


(6) The position of the Available Transverse 
Diameter in the antero-posterior pelvigraph must 
now be determined. As explained in the previous 
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paper, a quick method is to draw a line across the 
pelvis passing just behind the posterior extremities 
of the acetabular markings (two millimetres 
behind was then stated; probably 3 mm. is more 
generally accurate). A slight compensation in a 
forward direction is necessary if the pelvis is 
markedly wedge-shaped (‘‘android’’) and in a 
backward direction if it is markedly dolichopellic 
(‘anthropoid’’). In other words, the position of 
the Available Transverse Diameter is governed, to 
some extent, by length of the Posterior Sagittal 
Diameter of the brim. For most cases this simple 
method is sufficient, but if greater accuracy is 
desired—as it will be if the charts reveal border- 
line disproportion—a closer check must be made. 

(7) To do this, the lateral pelvigraph (Fig. 6) is 
again inspected and the length of the ‘‘perpen- 
dicular ’’ mentioned in (4) measured and read off 
on the centimetre scale incorporated in the lateral 
pelvigraph. 

(8) On the antero-posterior pelvigraph the 
callipers are applied to the scale appropriate to the 
object-film distance of the anterior extremity of the 
brim conjugate, and opened out to span the centi- 
metre reading obtained in (7). One leg of the 
adjusted callipers is then applied to the posterior 
margin of the symphysis pubis and the other leg 
made to mark a point directly posterior to this. 
This point indicates the position of the Available 
Transverse Diameter, which can now be pencilled 
in from side to side of the pelvic brim. 

(9) The Available Transverse Diameter, having 
been identified, is spanned with callipers and its 
measurement read off on the scale appropriate to 
its object-film distance ascertained in (5). 


To Measure the Transverse Diameter (Bi- 
spinous) of the Cavity. 

The bi-spinous measurement is obtained by 
means similar to those enumerated above, but since 
its position is not in doubt, the steps detailed under 
(6) and (7) are unnecessary. When its object-film 
distance has been calculated (usually it is g-10 cm. 
below the anterior extremity of the brim conju- 
gate) its measurement can easily be read off on the 
appropriate scale. 


CLINICAL APPLICATIONS. 
The ‘‘graph’’ method of evaluating 
pelvi-cephalic relationship stands or falls by 
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its usefulness to the clinician. Can it give 
more information than can be given by 
purely physical methods of examination— 
palpation and the like? Can it summarize 
and assess the main features of the obstetric 
radiographs ? The answer to both questions 
is, I believe, Yes. The first was discussed 
in the previous paper; the second will now 
be considered afresh, although, for sake of 
brevity, some points previously dealt with 
will not be reconsidered. 

Save for pelves of bizarre form, the 
graphs cater for all the chief pelvic dimen- 
sions, and, in addition, make allowance for 
the increased obstetrical difficulty associ- 
ated with the wedge shaped or ‘‘android’’ 
brim. This evidence, together with infor- 
mation regarding the head-size, provides a 
quick and relatively easy means of summing 
up the obstetrical value of the pelvis. It is 
precisely in this wide applicability that the 
value of the method lies. 

As stated in the previous paper, there 
are, however, certain less common features 
of pelvic architecture which must also be 
considered. These will now be listed, 
although the exact significance of some has 
yet to be determined : 


(1) The sacrum, seen in lateral profile, should 
show a pronounced curve from the promontory to 
the tip. A flattening of the sacral curve lessens the 
capacity of the mid-pelvis; and matters are made 
worse by the fact that the foetal head does not 
readily undergo internal rotation in the absence of 
a sacral concavity but tends to remain with the 
occiput to one side and the sinciput to the other 
(deep transverse arrest). The distance between the 
mid-point of the sacral curve and the inner margin 
of the symphysis pubis should be at least 1.0 centi- 
metre more than the antero-posterior dimension of 
the brim. If a flattening in this sense is found, 
more difficulty in labour is likely to be encountered 
than is indicated by the graph. The added diffi- 
culty may be conveniently expressed by assuming 
that the biparietal diameter of the head is*2 or 
even 3 mm. more than its estimated measurement. 

(2) An unusually deep pelvis will cause extra 
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difficulty. Depth is indicated in the lateral pelvi- 
graph by the length of the sacrum (which may have 
6 instead of 5 segments) and by the distance 
separating the ischial tuberosities from the brim. 
This distance should be less than 10 centimetres. 

(3) A high-inclined brim will favour an occipito- 
posterior position and hence a late engagement of 
the foetal head. It will also—especially in a primi- 
gravida—increase the chance that the occipito- 
posterior position will be persistent and necessitate 
manipulative intervention. 

(4) It is scarcely necessary to state that a head 
showing no indication of engaging in the brim, or 
a head that is extended or otherwise malpositioned, 
will increase the likelihood of obstetrical difficulty. 
Here it may be added that a head remaining high 
for no obvious reason should always arouse sus- 
picion of a praevia position of the placenta— 
particularly a dipping of the placenta into the 
posterior part of the lower uterine segment. 

(5) If dystocia is indicated in more than one of 
the three graphs the prognosis is obviously worse 
than if its presence is shown in one graph only. 

(6) A transverse narrowing of the pelvic cavity 
(small bi-spinous diameter) is usually accompanied 
by a narrowing of the outlet (narrow sub-pubic 
arch). If, however, the small bi-spinous measure- 
ment is associated with a wide pubic arch—a rare 
event—the significance of the small bi-spinous 
diameter is somewhat discounted. This is because 
the diameter lies nearer the sacrum than the pubes. 
In consequence, the bulk of the foetal head (in- 
cluding the biparietal region) passes through the 
pelvis in front of the ischial spines, where space is 
usually adequate notwithstanding the presence of 
the sacro-tuberous ligaments. Now, if the lower 
parts of the ischial bones converge (as shown by a 
narrow sub-pubic arch), the extra space is smal] in 
amount; whereas if they diverge (as shown by a 
wide sub-pubic arch), the extra space is generous. 
An apparent narrowness of the pelvis, judged by 
a small bi-spinous diameter, is therefore off-set by a 
wide pubic arch. 

For similar reasons a narrow bi-spinous diameter 
has somewhat more significance if it is situated far 
forward in the pelvis. 


Other matters worthy of mention are 


these : 
A forecast of dystocia is decidedly more 
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certain when based on disproportion in the 
brim graph than when based on dispropor- 
tion in the cavity or outlet graphs only. This 
is because the pelvic brim is a relatively 
rigid ring of bone, incapable of expanding 
during labour. But the lower pelvis is 
different; it can so expand; and when this 
occurs an unexpectedly easy labour may 
take place in spite of apparent dispropor- 
tion. 

The degree of expansion—never, of 
course, very great—varies from case to 
case, but is more likely to be a significant 
factor in the young, than in the old, par- 
turient. Expansion is also more likely to 
occur if the pelvis has already been 
stretched by a previous vaginal delivery, 
Hence, in reading the graphs, a more 
favourable forecast regarding dystocia at 
cavity or outlet level can be made if a 
normal-sized child has already been de- 
livered, even if delivery on that occasion 
necessitated the use of forceps. It would, 
however, be wrong to suppose—whether 
with regard to primiparae or multiparae— 
that a forecast of dystocia in the cavity or 
outlet graphs can:be ignored. The possi- 
bility of dystocia is certainly present; this 
fact should be noted, and the patient placed 
in the ‘‘ suspect ’’ group. 


Caesarean Section. 

Neither in this, nor in the previous paper, 
is any claim made that the graph method 
provides exact information as to when 
Caesarean section is indicated. To arrive 
at this decision many factors other than 
pelvi-cephalic relationship must be con- 


sidered—the strength of the uterine con- 


tractions, the fortitude of the patient, andso 
on. Even the obstetrician himself is an 
uncertain factor, for between individual 
workers there is much variation of opinion 
as to how far a “‘ trial labour ’’ should be 
pushed before resorting to abdominal 
delivery. All that is claimed for the graphs 
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is that they indicate the level at which 
mechanical difficulty may be expected. 

Nevertheless, if appreciable dispropor- 
tion revealed in the brim graph (head-size 
2mm, or more on the ‘‘ wrong ”’ side, as for 
example in Fig. 8) it is generally prudent to 
perform an elective Caesarean section and 
so avoid the high risk of being forced to 
operate when the patient is exhausted, the 
membranes long ruptured, and infection 
becoming evident. 

Particular mention should again be made 
of breech cases. The clinical test of ‘‘ head- 
fitting ’’ is precluded in breech presenta- 
tion, and the graphs therefore afford the 
only practicable means of estimating 
cephalo-pelvic disproportion. 

Even minor degrees of disproportion 
should be regarded with respect in breech 
cases, for time is not available for head 
moulding to take place; and difficulty, if 
encountered, is encountered too late for 
other methods of delivery to be employed 
—many a foetus is lost on this score alone. 
(The graphs, it should be remembered, 
have been constructed on the assumption 
that moderate head-moulding will take 
place.) 


Intranatal Radiography. 

A special word seems called for regarding 
intrapartum radiography. It is quite re- 
markable how little attention has hitherto 
been given to radiography during labour— 
although in this field, more than in any 
other, its usefulness should be obvious. The 
progress of labour, and, on occasion, the 
cause of certain departures from normality, 
can be ascertained without distress to the 
patient, and without need for anaesthesia 
or for vaginal manipulation. In this class 
of case the graph method of estimating 
pelvi-cephalic disproportion has particular 
application. 

Even during labour the lateral pelvi- 
gtaph is usually obtainable, for, with 
B 
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help, the patient can generally stand 
in the necessary position. (Exceptionally, 
a modified technique is necessary in which 
the patient is rayed while lying in the 
horizontal lateral position.) The securing 
of the antero-posterior pelvigraph should 
present no difficulty; and even the less 
important pelvic-arch pelvigraph can some- 
times be obtained. From these radio- 
graphs—and for the purpose in hand the: 
lateral pelvigraph is unquestionably the 
most useful—it is possible to ascertain 
whether or not the level of maximum diffi- 
culty has been passed, and hence whether 
further ‘‘ trial of labour ’’ should be given 
or abdominal delivery effected without 
further delay. 


Finally, it should again be explained that 
the graphs are not based on any mathe- 
matical formula, but have been ‘‘ worked 
out’’ as the result of experience gained in 
a long series of observed cases (see previous 
paper). It is probable that further experi- 
ence may indicate the need for minor 
changes; but, as now presented, the graphs 
have stood the test of predicting labour in 
many scores of “‘border-line’’ cases of 
disproportion, 


CLINICAL RESULTS. 


In the previous paper statistics were 
presented regarding the accuracy of the 
forecast given by the graphs. These 
figures were compiled on a strict—perhaps 
too strict—basis. It is not proposed now 
to add to the figures save to say that when 
the method is applied to completely un- 
selected cases the forecast is so uniformly 
correct that it is difficult to get material 
sufficient to indicate the value of the graphs 
in predicting dystocia as distinct from 
eutocia. For this reason, patients already 
classed by careful clinical examination in 
the ‘‘suspect’’ group give a better test. 
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Here the graph method shows to advan- 
tage. Frequently the fear of disproportion, 
based on clinical judgment alone, is shown 
to be groundless or, at least, over-rated. In 
other cases (much fewer in number) the 
fear that difficulty will be encountered is 
confirmed, and the danger expressed in a 
measurable form. In both groups the 
graph forecast has proved to be correct in 
a high proportion of cases. Finally, there 
is inevitably a small group of true border- 
line cases in which, to the question of 
mechanical difficulty arising during labour, 
a clear answer of Yes or No cannot be 
given. For these patients, events must be 
allowed to take their course; frequently a 
spontaneous delivery occurs, but usually it 
is at the cost of the labour being longer or 
more forceful than average. 


CLINICAL EXAMPLES. 
Examples are now presented to show the 
use of the graphs in predicting the course of 
labour in various types of case. 


CasE 1 (Fig. 7). Mrs. Ph. G., age 24, 1-para. 


Special feature.: Severe contraction of the pelvic 
brim, but little, if any, disproportion. 

The previous labour had lasted for 3% days; 
the baby when born had weighed 6 pounds 4 
ounces, and there had been extreme moulding of 
the head. 


Progress of labour. On this occasion pelvimetry 
was made 19 days before term. The biparietal 
diameter of the head was then estimated to 
measure rather less than 8.3 centimetres. Labour 
was induced by high rupture of the membranes 7 
days before term. Allowing for growth, the bi- 
parietal diameter of the head at that time was 
estimated to be rather less than 8.5 centimetres. 

The patient delivered herself spontaneously after 
14% hours of labour. The baby weighed 6 pounds 
3 ounces, and was in good condition. * 


Comment. In spite of much contraction 
of the brim—the conjugate measured only 
g.2 centimetres (approximately 34 inches) 
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Fic. 7. 
Severe contraction of the pelvic brim but no dis- 
proportion. Spontaneous delivery. 
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—the charts showed that there was no real 
disproportion, and that spontaneous de- 
livery was to be expected. 


CasE 2 (Fig. 8). Mrs. E. S., age 21, o-para. 


Special feature. A pronounced false promontory 
of the sacrum making the conjugate of the brim 
much contracted. 

From radiographs obtained 27 days before term 
the biparietal diameter of the head was estimated 
to measure between 9.3 and 9.6 centimetres.. The 
head would, therefore, be much too large for safe 
delivery through the brim at term. Caesarean 
section was proposed. 


Progress of labour. Fifteen days before term the 
patient spontaneously started labour. The head- 
size (unmoulded) was now estimated to be between 
9.5 and 9.8 centimetres. Clinical examination 
showed that disproportion was present, but not, it 
seemed, of extreme degree. Labour was allowed 
to proceed to test the accuracy of the graphs. After 
g hours the membranes ruptured. After 3 more 
hours of strong contractions there was a moderate 
descent of the head. An intrapartum radiograph 
was now obtained. The head was seen to be in the 
oblique posterior position and to be considerably 
moulded. Despite some descent, the greater part 
was not yet through the brim. Caesarean section 
was therefore performed. 

The baby (7 pounds 5 ounces) was delivered in 
good condition, although the head was much 
moulded. Two days later, after moulding had 
passed off, the biparietal diameter measured 9.7 
centimetres. 


Comment. This case shows the accu- 
racy of forecast given by the brim graph, 
and also the accuracy often possible in 
estimating head-size. It also illustrates the 
value of intrapartum radiography in the 
conduct of “‘ trial labour.’’ 
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Fig. 8. 
Contraction at brim level with disproportion. 
Failure of ‘‘ trial-labour’’; delivery by Caesarean 
section. 
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CasE 3 (Fig. 9). Mrs. E. M. W.., 1-para, age 32. 


Special feature. Pelvis small in all dimensions, 
especially at the level of the ischial spines. 

This patient had had a previous difficult labour 
ending in a forceps delivery of a much bruised, 
5 pounds 8 ounces baby. She had been told that a 
Caesarean section would be necessary on future 
occasions. 


Progress of labour. The biparietal diameter of 
head, 26 days before date of delivery, was esti- 
mated to measure less than 8.8 centimetres. 
Labour started 7 days before term, at which time, 
allowing for growth, the biparietal of head was 
estimated to measure rather less than g.2 centi- 
metres. Reference to the graphs indicated that this 
size of head should pass through brim and outlet 
easily, but possibly meet with slight difficulty in 
the cavity. 

Spontaneous delivery occurred after 3% hours of 
frequent, very forceful contractions. The baby 
weighed 6 pounds 12 ounces, and was in good 
condition. Four days later, when moulding had 
passed off, the biparietal of the head was found to 
measure g.o centimetres. 


Comment. Despite obvious pelvic con- 


tractions the graphs showed that dispro- 
portion was very slight and confined to the 
cavity level. It was therefore decided to 
watch the progress of labour and not resort 
at once to the Caesarean section which the 
patient had been told would be necessary. 
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FIG. 9. 


Contraction of pelvis at all levels, but only slight 
disproportion. Spontaneous delivery. 

















CasE 4 (Fig. 10). Mrs. M. O., o-para, age 27. 


Special features. Large baby. Disproportion at 
cavity and outlet levels. 


Progress of labour. Patient admitted as an 
emergency case after 4 days of labour and after an 
attempt at forceps delivery. Because of her poor 
condition only the lateral pelvigraph was obtained. 
The other examinations, on which the charts are 
based, were made at a later date. 

The lateral pelvigraph showed a large, well- 
moulded head with a biparietal diameter estimated 
to measure 9.8 centimetres. Although the head was 
all but through the brim, it had obviously not yet 
reached the narrowest part of the pelvis. Because 
of the considerable disproportion present, a further 
attempt at forceps delivery was obviously out of 
the question. As the foetal heart was still strong 
and regular a decision was made in favour of 
abdominal delivery. A Caesarean section (extra- 
peritoneal technique) was performed. The baby 
was delivered in good condition; it weighed 8 
pounds 2 ounces. The patient made an uneventful 
recovery. 


Comment. Intrapartum pelvimetry con- 
firmed clinical impression, and emphasized 
the futility of attempting a vaginal delivery. 
Had this patient been seen prior to labour 
an elective Caesarean section would have 
been employed. 
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FIG. 10. 


Considerable disproportion at cavity and outlet 
levels. Obstructed labour. Caesarean section. 
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CasE 5. (Fig. 11). Mrs. B.O’L., o-para, age 32. 

Special features. Adequate brim, but slight dis- 
proportion at level of ischial spines. Dolichopelly 
(‘‘ anthropoid’’ pelvis) associated with occipito- 
posterior position of the head. 


Progress of labour. Labour was induced 2 days 
after term because of albuminuria. The biparietal 
diameter of the head was estimated to be less than 
Io centimetres. 

Reference to the graphs showed that there was 
slight disproportion at the level of the ischial spines. 
There was also a narrowing of the transverse 
diameter relative to the antero-posterior diameter 
at both brim and cavity levels; this made descent 
of the head in the occipito-posterior position almost 
certain, 

Labour started satisfactorily, but there was a 
delay of 3% hours in the second stage. A lateral 
pe!vigraph showed the smallest diameter of the 
head (moulded) to be 9.7 centimetres. The head 
was then in the occipito-sacral position. The head 
was artificially rotated and delivered easily with 
the forceps. The baby weighed 8 pounds and was 
in good condition. The biparietal diameter after 
birth measured 9.6 centimetres, 


Comment. This is another example of 
ample brim measurements associated with 
relatively small measurements at the level 
of the ischial spines. The significance of 
that contraction was, however, offset by 
a wide sub-pubic arch (as explained in sec- 
tion headed ‘‘ Clinical Applications ’’). An 
occipito-posterior position of the head was 
highly probable because of the dolichopellic 
shape. This position, by itself, would not 
have caused delay in labour had there not 
also been some slight disproportion. 
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CasE 6 (Fig. 12). Mrs. A. W., o-para, age 35. 

Special feature. Ample room available at the 
brim level, but considerable disproportion at cavity 
and outlet levels. 

Progress of labour. The patient, with a 3 weeks’ 
postmature pregnancy, was admitted as an 
emergency case after 4 days of labour; the mem- 
branes had been ruptured for 54 hours; thick, yellow 
amniotic fluid was escaping. 

The head was seen to be considerably moulded 
and in the occipito-lateral position; it was well 
through the brim of the pelvis. The biparietal 
diameter was estimated to measure 9.7 centimetres 
(moulded). 

The charts showed that there was disproportion 
at the cavity and outlet levels. In view of the 
probability of uterine infection (long rupture of 
the membranes), it was decided to attempt 
a vaginal delivery. 

Kielland’s forceps was applied and delivery 
effected after a moderately difficult pull. The baby 
was in fairly good condition and weighed 7 pounds 
12% ounces. The biparietal diameter (measured 
while moulding was still present) was found to be 
9.6 centimetres. 


Comment. This is another example of 
intrapartum radiography. The delay in 
labour is amply explained by reference to 
the charts. Forceps delivery was a little 
tisky but the decision was made on the 
assumption that the lower pelvis would 
“yield.’’ (Had a similar degree of dispro- 
portion occurred at brim level, Caesarean 
section would have been employed.) 

If this patient had been examined ante- 
natally the incipient disproportion would 
have been detected and pregnancy would 
not have been allowed to go beyond term. 
The case also illustrates the need to examine 
the whole pelvis, and not the brim only, in 
order to decide whether or not dispropor- 
tion is present. 


MEASURING THE OBSTETRIC VALUE OF THE PELVIS 


A.P. X AVAILABLE 


x 


we 

Bi-Par-oq°7t 
ws 
he 5 
10-9 


1o-b 


40°3 


V7 
V4 


ql 
0b “8 10 Ith MWe 16 UB 120 12 AAG 126 


CAVITY 


Low6GR AP x Bi.-SP. 





88 99 q2 9% Gb 4&8 00 02 W% 06 8 


OuTLer Post. SAG. x ANGLE 


Fic. 12. : 
Contraction at cavity and outlet levels. Dispro- 
portion present but less severe than that shown in 
Fig. 10. Forceps delivery. 








204 JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


SUMMARY. 

(x) This paper is a sequel to a previous 
publication in which an account was given 
of a new method of evaluating pelvi-cepha- 
lic relationship as revealed by radiographic 
examination. This method made use of 
specially constructed graphs which sum- 
marized the main features of the pelvis 
in previously observed cases of pelvi- 
cephalic disproportion. By their use, the 
obstetric value of any given pelvis in rela- 
tion to the head-size of the foetus could be 
quickly measured, and the nature of labour 
(in its mechanical sense) predicted with an 
accuracy much greater, it was found, than 
could be achieved by use of ‘‘ impressionis- 
tic’’ methods of radiographic interpreta- 
tion. 

(2) Simplifications of radiographic tech- 
nique are now described. These enable 
certain accessories (the measuring rod and 
the perforated lead plate) to be eliminated. 

(3) The pelvic and cranial measure- 
ments required for the ‘‘ graph’’ method 
are redescribed. 

(4) Certain pelvic dimensions must be 
computed by indirect methods; these are 
now described in detail. 


(5) The modifying effects of certain less 
common variations of pelvic architecture, 
not catered for in the graphs, are described. 

(6) Attention is drawn to the value of 
intranatal radiography, particularly to its 
usefulness in enabling “‘ trial labour ’’ to be 
intelligently conducted. 

(7) Examples are given to show the use- 
fulness of the ‘‘ graph method ’’ in clinical 
work. 

(8) While final judgment must await the 
results of a much more extended trial, ex- 
perience to date justifies the belief that the 
“‘graph method’”’ is no longer experi- 
mental but has proved its value to the 
clinician as a substantial aid in deciding the 
conduct of labour in cases of suspected 
mechanical difficulty. 


I gladly record the help of Dr. Rosemary 
P. Biggs in compiling Table 1. 
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TRAUMATIC NEURITIS OF THE PUERPERIUM 





BY 


J. A. Cuatmers, M.D., F.R.C.S., M.R.C.0O.G. 
Consultant Obstetrician, Northern Counties of Scotland. 


THE nomenclature of this condition has 
shown a wide variation during the past 50 
years. In 1899, Windscheid described 
neuritis puerperalis and Tillman (1935) also 
wrote of traumatic neuritis in the puer- 
perium. Beattie (1933) and O’Connell 
(1944) used the term maternal obstetrical 
paralysis. Barns (1943) wrote of maternal 
birth palsy and Mills (1945) of peroneal 
palsy. To my mind the earliest of these 
terms is the best in that the condition may 
result from a variety of causes, that 
paralysis as such may be clinically unde- 
tected in the milder cases and that the tibial 
as well as the peroneal division of the 
sciatic nerve may be affected. 

Lambrinudi (1925) states that injury to 
the peripheral nerves of the mother during 
childbirth is extremely rare and Beattie 
(1933) is of the same opinion since only 3 
cases occurred in 8,000 deliveries taking 
place in St. Bartholomew’s Hospital during 
the course of ro years. Tillman (1935) 
found g cases in 18,800 deliveries in 10 
years, and Trillat and Dumont (1947) 6 
cases in the course of several years. Barns 
(1943) also observes that the condition has 
rarely been reported but O’Connell points 
out that this lesion falls into a sort of no- 
man’s land between the territory of the 
obstetrician and that of the neurologist and 
suggests that neurological disturbance is 
overlooked in a large number of cases. He 
considers that the condition is much com- 
moner than is generally realized. Mills 
(1945) added to ‘118 cases previously 
described, a further 7 cases from the Man- 
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chester area and in the same year O’Connell 
reported another 4 cases. Cole (1946) 
described an additional 7 cases and Trillat 
and Dumont (1947) 6 more, so that as far 
as I have been able to discover the literature 
now contains 142 cases, the first being that 
of von Basedow (1838). 

Aetiology. Numerous causes of maternal 
paralysis in the puerperium have been 
described although in recent years almost 
all papers have dealt with purely traumatic 
cases. Tillman (1935), however, listed such 
other causes as hysteria, cerebral haemor- 
rhage, poisoning by drugs and heavy 
metals, infectious diseases, and adjacent 
inflammation. In addition O’Connell 
(1944) has pointed out that neuritis 
may be due to vitamin deficiency or 
maternal toxaemia. Windscheid (1899) 
described puerperal pyaemia as a cause. 
The majority of these conditions are 
seen nowadays relatively rarely and 
consequently attention has been paid 
particularly to the traumatic group in which 
various theories of causation have held the 
field. Churchill (1854) was able to collect 
34 cases of paralysis associated with preg- 
nancy of which the great majority occurred 
in cases of hemiplegia, amaurosis, etc. ° 
associated with albuminuria and hyper- 
tension. Several of the cases, however, 
appear to belong to the traumatic group, 
notably that of Beatty (1838) who described 
a primipara, aged 21, with weakness and 
numbness of the right leg following the 
spontaneous delivery of a live child. This 
unfortunate young woman gradually im- 
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proved during the course of 3 months and 
then died suddenly of pericarditis follow- 
ing an outbreak of puerperal pyrexia. 
Churchill (1854) quotes Campbell who con- 
siders that paralysis is due to long duration 
of the head in the pelvis resulting from dis- 
proportion with consequent injury to the 
sacral sciatic nerves. Ramsbotham, also 
quoted by Churchill (1854), pointed out 
that paralysis most frequently occurs when 
the labour has been tedious and painful, 
but sometimes when it has been of ordinary 
duration, and Romberg (1853) notes that 
it often supervenes after easy births. 
““ Accoucheurs,’’ he says, “‘ attribute it to 
compression of the sciatic nerves for which 
there is no warrant whatever.’’ He con- 
siders it more likely to be due to excess of 
fluid in the spinal canal, but he has failed to 
differentiate properly between those cases 
which we now recognize as traumatic in 
origin and the others associated with intense 
toxaemia, cerebral haemorrhages, etc. 
The theory of causation in the traumatic 
group which receives widest acceptance to- 
day is probably that originally enunciated 
by Bianchi (1867) and later described by 
Hiinermann (1892) who pointed out that 
the lumbosacral trunk which carries fibres 
from the 4th and 5th lumbar roots to the 
peroneal division of the sciatic nerve, is 
exposed to possible trauma and pressure as 
it passes over the front of the sacro-iliac 
joints where it is in direct relation to the 
bone. Hiinermann stresses the increased 
liability of the peroneal nerve to show the 
effects of injury. In his view the common- 
est mechanism is compression by the foetal 
head of the lumbosacral cord against the 
bone in the region of the sacro-iliac joint. 
Thomas (1900) pointed out that the tibial 
division of the sciatic region also receives 
fibres through the lumbosacral cord and 
that a similar mechanism may produce 
symptoms related to this nerve. In this 
connexion Bardeen (1900) observed that 
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the peroneal fibres of the cord lie nearest 
the bone and are therefore more liable to 
injury on compression than the tibial. 

Tillman (1935) states that in nearly all 
reported cases the deliveries were difficult 
and considerable injuries were incurred. He 
records that together with Moloy he carried 
out a radiological study of 6 of his patients, 
and found that 3 had pelves of the rare 
platypelloid type with little forward pro- 
jection of the sacral promontory and there- 
fore greater exposure of and more com- 
pression upon the lumbosacral cord. 
Barns (1943) noted in one of his cases that 
the pelvis was slightly platypelloid and 
Lindén (1930) remarked that the syndrome 
is rare in flat pelves in which the lumbo- 
sacral cord is protected by deep niches on 
either side of the sacral promontory, but 
in generally contracted pelves the groove is 
much shallower and the nerve therefore 
subject to more exposure. 

Cole (1946) studied all his cases radio- 
logically and showed that all had pelves 
which were characteristic, the features 
being shortening of the posterior ileum with 
flattening of the sacral promontory and 
shallow anterior concavities of the sacral 
alae. Trillat and Dumont (1947) noted that 
the pelvis was contracted in 2 of their cases 
and they quote Vinay who described a 
special type of pelvis in which the lumbo- 
sacral cord is particularly exposed to 
trauma. 

Lambrinudi (1925) objects to the theory 
of compression on the grounds that the cord 
should be protected by the sacral prom- 
ontory from pressure of the head and also 
observes that sciatic pain may occur in the 
last weeks of pregnancy before the head 
can be exerting pressure on fhe nerves. He 
refers to a paper of Brooks which showed 
that the sacrum at the beginning of labour 
undergoes backward rotation through an 
axis in the lower half of the auricular facet 
with an excursion as great as } inch, and 
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ints out that an even greater displacement 
may occur in difficult labour where there is 
cephalopelvic disproportion. Lambrinudi 
points out that the lumbosacral nerve is 
one of the tautest nerves of the body and 
that traction on the cord exerted as a result 
of this sacral rotation may explain both the 
pains in the last weeks of pregnancy and 
the paralysis which may follow delivery. 
He quotes the work of Matthews Duncan 
(1868) and Fleming (1896) on a similar 
lesion occurring in cows in whom there is 
asimilar subluxation in the sacro-iliac joints 
towards the end of pregnancy. 

Thomson, Harvey and Morgan (1936) 
also considered that torsion and traction 
upon the pelvis caused paralysis although 
Morgan and Thomson had _ previously 
pointed out (1935) that peroneal palsy may 
result from injury in the region of the neck 
of the fibula from compression by stirrups 
or other supports during an operative 
delivery. 

Barns (1943) cannot accept Lambrinudi’s 
theory since he considers any such lesion 
should be bilateral and bilateral lesions are 
rare, usually being produced when re- 
peated forceps applications are made with 
alteration in the position of the head. 

Beattie (1933) objected to Hiinermann’s 
belief that pressure by the head caused 
the trauma since in 2 of his 3 cases the 
presentation of the head was such that the 
cord of the opposite side would have been 
damaged, and he suggested that trauma 
during application of forceps is a more 
probable explanation. Barns (1943) how- 
ever, considered that compression by 
forceps during delivery is usually of such 
short duration that it is unlikely to produce 
severe palsy and he confirmed Hiiner- 
tmann’s view that pressure of the head was 
the more likely explanation. In this con- 
nexion Lambrinudi (1925) considers that 
the fact that paralysis may be on the side 
opposite to that of the greatest diameter of 
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the head supports his belief that rotation of 
the sacrum rather than compression is the 
more likely explanation. 

Pollock (1933) and O’Connell (1944) 
both describe anterior crural neuritis with 
involvement of the femoral nerve rather 
than of the sciatic and they point out that 
such a lesion cannot be due to compression 
of the head at the pelvic brim but to a 
lesion occurring at a higher level. 

Kleinberg (1927) stresses that one or 
more of the following must always be 
present: 

(x) Disproportion. 

(2) Prolonged or difficult delivery. 

(3) Instrumentation. 

Lindén (1930) quoted 107 cases in which 
the weights of the children were large and 
forceps delivery occurred in 74 per cent, 
but he pointed out that in view of the 


special pelvic formation with relative ex- 


posure of the lumbosacral cord, with the 
added factor of a large baby, instrumenta- 
tion alone is not required to produce a 
lesion. Whilst numerous authors agree that 
the vast majority of cases show cephalo- 
pelvic disproportion or other forms of 
difficult labour, there are records where the 
lesions have followed normal delivery, and 
even in “‘ short labours without forceps and 
without disproportion’’ (O’Connell, 1944). 
O’Connell believes that protrusion of the 
intervertebral disc between the 3rd and 4th 
lumbar vertebrae is by far the commonest 
cause of puerperal paralysis and he dis- 
cusses 4 cases. 
Sutcliffe Kerr (1948) also believes that 
disc-lesions are the usual cause of obstet- 
rical palsies. Hisaw (1927) described a 
corpus luteum hormone which he called 
“‘relaxin’’ which was responsible for 
relaxation of the pelvic joints in pregnancy 
and this observation has been confirmed by 
Abramson, Hurwitt and Lesnick (1937). 
O’Connell suggests that the intervertebral 
joints are also affected by this hormone and 
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that the tendency to disc-protrusion is 
thereby increased. He considers that pro- 
trusion of an intervertebral disc is com- 
moner in pregnant than in non-pregnant 
women, but this is not borne out by his 
series of 39 cases, only 9 of whom had been 
pregnant. The increased lordosis occurring 
during pregnancy again increases the 
stresses on the disc and protrusion may 
further result from the muscular strain of 
labour. Dott (1948) states that interverte- 
bral-disc lesions may follow the sudden 
assumption of violent activity in people of 
otherwise sedentary habit, a description 


surely appropriate to many cases of preg- 


nancy when labour begins. 

O’Connell observes that paraplegia may 
occur as a result of a very large protrusion 
of a disc and in this connexion it is interest- 
ing to note that Lever (1847) described a 


case of paraplegia occurring after preg-. 


nancy which recovered in a few weeks. In 
her next pregnancy pain and weakness in 
the legs returned from about the third 
month, again with recovery when the preg- 
nancy was over. In the next pregnancy 
there was a further recurrence following 
labour. This recurrent lesion, especially 
occurring as it did relatively early during 
the course of one of the pregnancies, 
strongly suggests that this may have been 
a case of disc-protrusion. 

Caderas de Kerleau and Passouant 
(1945) suggest that spasm of the vasa 
nervorum may be an important predis- 
posing cause, especially in hypertension 
and pre-eclampsia. Trillat and Dumont 
(1947) stress the important contributory 
part played by hypovitaminosis-B but they 
consider that compression of the lumbo- 
sacral cord by the foetal head is the com- 
monest mechanism and occurs especially 
where the presentation is occipitoposterior. 

Clinical features. Traumatic neuritis of 
the puerperium may vary in degree from 
a mild tingling of the affected limb with 
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minimal or no muscle weakness (which 
O’Connell (1944) believes is frequently 
missed) to a severe lesion with permanent 
sensory loss and motor paralysis. Thus 
Barns (1943) describes a case where after 
delivery involving a craniotomy the patient 
complained of pins and needles in the right 
foot on the third day with weak dorsiflexion 
and hyperaesthesia to pin prick. Six weeks 
after delivery there were no abnormal 
findings. On the other hand Tillman 
(1935) describes a case in whom weakness 
of the leg still persisted a year after a diff- 
cult forceps delivery and Lefévre (1876) 
describes weakness persisting for years. 
O’Connell (1944), in his group in which 
the lesion was due to protrusion of an inter- 
vertebral disc, describes backache and 
sciatica present for years before labour, 
followed after delivery by more severe 
attacks of sciatica with muscle weakness 
and atrophy. There seems to be little 
doubt that in this instance labour is merely 
an incident of added strain occurring ina 
woman with a pre-existing lesion. In the 
type of case more commonly described the 
earliest symptom (which is variable in its 
occurrence) is pain along the sciatic nerve 
coming on during labour and_ usually 
aggravated by the uterine contractions. In 
a case described by Romberg (1853) there 
were painful spasms during labour in a 
woman in whom a difficult forceps delivery 
was followed by paralysis on the first day 
postpartum. Nerson (1930) described a 
case in which the second stage of labour 
was accompanied by pain in the right 
sciatic nerve with the head arrested in the 
right transverse diameter of the pelvis. 
Spontaneous rotation occurred and was 
followed by normal delivery but a right 
peroneal palsy developed subsequently. 
Trillat and Dumont (1947) described 
marked pain in the lower limb or hip during 
expulsion of the child in all their cases and 
confirm the opinion of Thomas (1900) that 
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TRAUMATIC NEURITIS OF THE PUERPERIUM 


although the nerve shows no injury prior to 
the application of forceps, severe sciatic 
pain before labour when the head is en- 
gaged in the brim may be a warning signal, 
and paralysis may follow delivery in such 
cases. This symptom of sciatic pain during 
labour is by no means constant, but may 
be expected to be specially prominent in 
those cases where the lumbosacral cord is 
abnormally exposed, as in the platypelloid 
pelvis described by Tillman (1935) and 
those of similar conformation observed by 
Cole (1946) and Vinay. 

Following labour there may be paraes- 
thesia or numbness going on during the first 
day postpartum or later to more or less 
severe sciatic pain. Pain rather than 
paraesthesia appears to be the feature of 
most cases although complete loss of sensa- 
tion has been described. In a number of 
cases the pain has not been observed until 
the patient has got up about the 7th to roth 
day. 

Motor involvement generally follows the 
sensory but may precede it or may be 
present independently. It varies from a 
sight weakness which almost always in- 
volves to a greater or less extent the dorsi- 
flexors of the foot to a complete paralysis 
with wasting of the muscles of the calf, 
thigh and buttock. The reflexes are 
affected variably. The ankle-jerk may be 
absent, but in some cases is increased and 
the knee-jerk on the affected side may be 
increased or diminished as compared with 
the opposite side. The plantar reflexes most 
commonly give a flexor response. 

Tillman (1935) observes that the disease 
occurs in healthy patients, particularly in 
primigravidae and that no particular age- 
gfoup appears to be especially liable. 

Contraction of the pelvis is often present 
and cephalopelvic disproportion common. 
Tilman notes that difficult instrumental 
delivery had taken place in about three- 
quarters of all cases reported but radio- 
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graphy of the pelvis may show the charac- 
teristic shape with relative flattening of the 
sacral promontory and exposure of the 
lumbosacral cord. 

In cases where the lesion is due to pro- 
trusion of an intervertebral disc there may 
be restriction of forward-bending although 
there is no limitation of sideways-bending 
(Young, 1948) but stoop and scoliosis may 
also indicate an intervertebral-disc lesion 
(Dott, 1948). Pain may be severe and may 
persist for days or weeks, but in the over- 
whelming majority of cases will soon 
diminish, and gradual improvement will 
take place. Muscle weakness and wasting 
may also persist for a variable period but 
the tendency is for recovery to take place 
in a few weeks or months. In severe cases, 
however, either motor or sensory lesions 
may persist. 


DIAGNOSIS. 


This condition should be suspected in all 
cases where severe sciatic pain occurs 
during labour or soon after it, and where 
muscular weakness, particularly of the 
dorsiflexors of the foot supplied by the 
peroneal division of the sciatic nerve is 
present. This will usually be found in cases 
where delivery has been difficult and, as a 
rule, where instruments have been used... 
Tillman (1935) stresses the importance of 
neurological examination early in the 
puerperium of all cases where delivery has 
been difficult since he considers that a large 
number of cases go undetected. A consider- 
ation of the conformation of the pelvis is 
important and signs suggestive of a lesion 
of an intervertebral disc may be found. 
Capener (1948) is of the opinion that there 
are no unmistakable signs either clinical or 
radiological of such a lesion but Dott (1948) 
believes that narrowing of the interveterbral 
space will be found by radiological exam- 
ination in 50 per cent of cases. He also 
observes that innocuous materials for 
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opaque myelography are again available 
but that there is some prejudice against this 
method of investigation in Edinburgh. 
The various non-traumatic causes of 
puerperal neuritis and of pain and weak- 
ness in the leg can be excluded by charac- 
teristic changes either in the cardiovascular 
system, the brain, the pelvis, or the pelvic 
organs, found in association with each 


type. 


TREATMENT. 

(1) Prophylaxis. Where sciatic pain 
comes on during labour the risk of trau- 
matic neuritis is considerable since this 
symptom may be an indication of pressure 
on the lumbosacral cord. Tillman (1935) 
points out that in such a case forceps 
delivery should be carried out with the 
utmost caution. 

In any patient in whom a previous labour 
has been complicated by a severe traumatic 
neuritis it may be desirable to carry out 
Caesarean section in a subsequent preg- 
nancy, particularly where there has been 
cephalopelvic disproportion (which may, 
of course, demand Caesarean section on its 
own account, apart from any consideration 
of injury to nerves). 

Where rotation of the sacrum upon the 
ileum is believed to be responsible for an 
injury it is important in a future pregnancy 
to avoid as far as possible hyperflexion of 
the hips as is used in the lithotomy position 
or any position which is likely to promote 
strain at the sacro-iliac joint. 

(2) In the established case, the first 
essential in treatment is rest in the anato- 
mical position with a splint, preferably a 
plaster of paris moulded back-splint 


designed to control the tendency to foot- 
drop resulting from weakness of the dorsi- 
flexors. Massage and exercises may be 
helpful and electrical stimulation of the 
affected muscles may expedite recovery, 





but this may not be tolerated on account 
of the severity of the sciatic pain. 

(3) In cases in which there is prolapse of 
an intervertebral disc, Capener (1948) has 
stressed the overwhelming need for efficient 
conservative treatment using a spinal jacket 
and pelvic traction where necessary. He 
states that operation should rarely be re- 
quired but Eyre-Brook (1948) believes 
that operation should be undertaken if 
conservative treatment fails to produce a 
cure in one month. Sutcliffe Kerr (1948) 
expresses the opinion that only some 10- 
20 per cent of all cases should require 
operative interference. Both McMurray 
(1948) and McVicker (1948) consider that 
manipulative treatment has a valuable 
place in the management of lesions ofa 
disc. 


PROGNOSIS. 


In most cases prognosis is good but in 
severe cases recovery may be delayed for 
several months and a few cases may show 
permanent weakness of the affected limb. 
Many cases, however, are quite transient 
and there is little or no disability but in the 
case of average severity complete recovery 
may be anticipated in 4 to 6 months. 


CASE REPORTS. 


The great majority of cases of traumatic 
neuritis described have been delivered with 
extreme difficulty. The few exceptions in- 
clude the 4 cases described by O’Connell 
(1944) where intravertebral-disc protrusion 
was found and Lambrinudi’s second case 
(1925) where spontaneous delivery occur- 
red in a woman with a flat pelvis, who had 
previously had a stillborn child. 

The following cases are reported because 
they show three different mechanisms of 
injury, the first probably the commonest 
type of case in which an attempt at forceps 
delivery failed and in whom a severe lesion 
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probably resulted from forceps injury to 
the lumbosacral cord exposed in a pelvis 
of the type described by Cole (1946) and 
others. Inthe second case a rapid and easy 
labour was followed by a moderately severe 
traumatic neuritis and subsequent investi- 
gation suggested that this was due to 
rotation of the sacrum upon the ileum with 
traction on the lumbosacral cord as sug- 
gested by Lambrinudi (1925). The third 
case was much milder and showed a lesion 
of the femoral nerve of the type described 
by Pollock (1933) and O’Connell (1944) 
which was not observed until the patient 
reported for postnatal examination 6 weeks 
after delivery. 


CasE 1. A multipara, aged 34 years, was ad- 
mitted on 4th May, 1948, as an emergency to the 
Maternity Unit, Raigmore Hospital, Inverness, an 
attempted forceps delivery at another hospital 
having failed. In her 2 previous pregnancies she 
had had difficult breech deliveries but both 
children had survived. On admission the foeta! 
heart sounds were still audible but the foetal head 
remained high in the pelvis with a very large caput, 
the cervix being almost completely dilated. 
Following evacuation of the bladder and bowel 
labour advanced and she was delivered spon- 
taneously of a stillborn child weighing 9 pounds 
about 2 hours after admission. Its death was 
presumed to be the result of intracranial haemor- 
thage. Three days later she complained of some 
pain in the right leg below the knee and on examina- 
tion there was considerable weakness of dorsi- 
flexion of the foot. The right knee-jerk was less 
active than the left but the ankle-jerks were equal. 
Two days later movement was much less satis- 
factory with definite weakness of the anterior tibial 
muscles and there was by now a well-marked foot- 
drop. Treatment with faradism was begun and a 
plaster back-splint fitted. Four days later pain had 
almost disappeared and the reflexes were equal on 
the two sides. Marked paraesthesia persisted, how- 
ever, and there was 4% inch of wasting on the right 
side below the knee as compared with the left. 

On the roth day postpartum there was no im- 
provement and it was considered that recovery was 
likely to take a long time. More active physio- 
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therapy was begun with active and passive exerci- 
ses and faradism and a double walking iron with a 
foot-drop stop was supplied. Three days later 4 inch 
of wasting of the calf was discovered as compared 
with the normal side and this was still present two 
months later. There was still at this stage weakness 
of dorsiflexion but muscular power had consider- 
ably improved. The patient was by now attempt- 
ing to walk without her iron but could travel only 
a very short distance. With the aid of the iron she 
was able to get about and do all her housework. An 
X-ray of the pelvic brim (Fig. 1) confirmed the 
clinical impression that there was relative flattening 
of the sacral promontory with corresponding 
exposure to trauma of the lumbosacral cord, the 
general conformation of the pelvic brim correspond- 
ing closely to that described by Cole (1946) although 
the pelvis is not of the classical platypelloid type 
observed by Tillman (1935). 


Case 2. A primigravida aged 38 years, went into 
labour spontaneously on 8th December, 1946, at 
the 39th week of her pregnancy. The foetus 
presented by the vertex and the head was well 
engaged in the pelvis in the left occipito-anterior 
position. Progress was rapid and the labour 
ended after 6 hours in the spontaneous delivery of a 
live male child weighing 7 pounds 15% ounces. 
Pethidine was given during labour and chloroform 
analgesia used for delivery which was carried out 
in the left lateral position. There was no sciatic 
pain at any stage. Twelve hours after delivery the 
patient complained of pain in the left sciatic nerve, 
so severe that morphine was required 4-hourly. 
There were also some sensory loss in the area sup- 
plied by the peroneal nerve, and weakness of dorsi- 
flexion of the foot. A point of intense tenderness 
was found posteriorly just above the upper end of 
the left sacro-iliac joint. Massage and infrared 
radiation was begun but the pain was so severe that 
the former was not tolerated. The only form of 
splinting used was a sandbag placed below the 
affected foot. By the third day the pain was a litt!e 
less severe. Reflexes at both the knee and the 
ankle were increased on the affected side. By the 
tenth day there was % inch of wasting of the 
affected limb both above and below the knee. 
By the end of the first week pain was slight and 
on the roth day the patient was allowed to get up. 
Walking was poor and the left leg very easily tired. 
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Although there appeared to be no complete paraly- 
sis, weakness of gluteal and calf and thigh muscles, 
as well as dorsiflexors of the foot, was present. By 
the end of the 4th week the condition had improved 
so that she was able to walk fairly well for short 
distances but she was still easily tired and 3 inch 
of wasting of the left leg persisted, the muscles 
particularly affected being the quadriceps femoris 
and the calf muscles. Reflexes were by now equal 
on the two sides and the only pain complained of 
was that associated with fatigue. Three months 
later the measurements of the two limbs were 
equal and the woman had made an almost complete 
recovery, the only remaining symptom being that 
the leg was more easily tired than its fellow. 

On 19th March, 1948, the patient reported again. 
She had a missed abortion of about 10 weeks which 
I evacuated from the uterus on the following day, 
taking care not to place the patient in the litho- 
tomy position, but merely to support the legs in 
moderate abduction and flexion during operation. 
Recovery from this operation was uneventful. 

On 25th March, 1948, X-ray examination of the 
pelvis was carried out and showed that the pelvis 
conformed to the normal gynecoid type with none 
of the characters described by Cole (1946) (Fig. 2). 
The left sacro-iliac joint showed advanced arthritic 
changes with sclerosis and commencing ankylosis 
(Fig. 4) although the joint appeared more or less 
normal in a film taken in December 1946, soon 
after delivery (Fig. 3). The radiologist, Dr. G. 
Gotlieb, considered that the condition was prob- 
ably due to a previous dislocation or subluxation 
of the sacro-iliac joint and it seems reasonable to 
believe that this occurred during her labour 15 
months previously and produced an injury by 
traction upon the lumbosacral cord. The area of 
intense tenderness above the left sacro-iliac joint 
may have been due to haemorrhage occurring in 
the roots of the lumbar nerves following upon this 
traction, and of the type demonstrated in cattle 
by Fleming (1896). 

Case 3. A primigravida, aged 26 years, was 
delivered at term on 23rd June, 1948, of a live 
female child weighing 8 pounds 2 ounces, During 
the last 2 months of her pregnancy she had had 
occasional cramp-like pain in the front of the thigh 
but this was intermittent and slight and was not 
reported by the patient. Her puerperium was 
uneventful but after she went home she began to 
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have more severe pain in the front of the thigh 
and this persisted for about 2 weeks when she 
noticed the area becoming numb. When she re- 
ported for postnatal examination 6 weeks after 
delivery she complained of numbness in the region 
of the cutaneous distribution of the femoral nerve 
and was found to have a diminution of sensation to 
light touch. Sensitivity to pin prick was unaffec- 
ted and there were no motor changes nor wasting. 
No other abnormality was found. The lesion was 
giving rise to almost no disability and so no treat- 
ment was undertaken. Spontaneous recovery had 
occurred 4 weeks later. This appears to have 
been a mild lesion of the femoral nerve of the type 
described by Pollock (1933) and O’Connell (1944) 
due to a protrusion of the intervertebral disc 
between the 3rd and 4th lumbar vertebrae. This 
suggestion is supported by the finding by X-ray 
of a scoliosis convex to the left with marked 
diminution of the joint space between the 3rd and 
4th lumbar vertebrae on the right side (Fig. 5). It 
seems probable that some displacement occurred 
during the last few weeks of pregnancy which was 
associated with subluxation of all the joints in the 
region of the pelvis. During and after labour this 
progressed but spontaneous recovery occurred 
during the course of a few weeks, probably by 
spontaneous lengthening of the nerve trunk as has 
been observed in animals by Falconer, McGeorge 
and Begg (1948). 

CasE 4. A multiparous woman, aged 45 years, 
reported to the antenatal clinic, Raigmore Hospital, 
on 8th October, 1948. She had had 5 previous 
pregnancies and was now 38 weeks pregnant. 
Following her first labour in 1921 she had paralysis 
of both legs which did not recover completely until 
18 months after the delivery of her child which 
weighed 9 pounds 10 ounces. There was no sign 
of any similar abnormality after any subsequent 
labour but it was noteworthy that all these 
children weighed only about 7 pounds at birth. 
The fifth pregnancy ended in a miscarriage at 4 
months. Examination showed her to have now an 
apparently normal pregnancy of 38 weeks, the 
foetus presenting by the vertex in the right 
occipito-anterior position and the head engaged 
in the pelvis. An X-ray of the pelvic brim showed 
a striking flattening of the posterior segment so that 
the pelvis conformed closely to the flat-gynecoid 
pelvis of Caldwell, Moloy and D’Esopo (1940), the 
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Fic. I, 
Pelvic brim, Case 1, Shows characteristic flattening 
of sacral promontory with relative exposure of 
lumbosacral cord. 





FIG. 2. 
Pelvic brim, Case 2. Normal gynecoid pelvis. 
Note the relative concavity of the sacral alae 
compared with Fig. t. 















PIG. 3. 

Sacro-iliac joints, Case 2, December 1946. Good 

joint space on both sides although there is already 

some narrowing on the left as compared with the 
right, three weeks after delivery. 
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Fic. 4. 
Sacro-iliac joints, Case 2, March 1948. Sclerosis 
and ankylosis with complete obliteration of left 
sacro-iliac joint. 











Fic. 5. 

Lumbar spine, Case 3. Note scoliosis convex to left 

with narrowing of joint space between L3 and L4q 
on right side. 





Fic. 6. 
Case 4. The pelvis shows a similar deformity to that of Case r. 
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transverse at the inlet being 5.1 inches (12.7 cm.) 
but the anteroposterior measurement being only 
3.6 inches (9.1 cm.) (Fig. 6). This is one type of 
pelvis which, as noted above, may lead to undue 
exposure of the lumbosacral cord as it lies in front 
of the sacral ala with consequently increased risk 
of compression by the head. The patient was 
delivered spontaneously on 29th October, 1948, 5 
days after the expected date. Labour was easy 
and lasted 4 hours, the child weighing 6 pounds 
10 ounces. Examination on the following day 
showed that there was no loss of motor activity in 
either limb but that there was definite hyperaes- 
thesia of the peroneal nerve distribution in the right 
leg. This was still present on the second day of the 
puerperium but had disappeared by the fourth day, 
when no abnormality could be found, 


This case probably represents the com- 
monest of all the traumatic nerve lesions 
found in the puerperium, where the 
flattened posterior segment of the pelvis 
exposes the lumbosacral cord and permits 
injury of greater or less degree. This 
patient had a very severe lesion in her 
first pregnancy when she had a very 
large child. Subsequent pregnancies pro- 
duced children which were much smaller 
and, consequently, she escaped the 
damage resulting in the first labour. It 
seems probable, however, that she may 
have had in each instance a minimal lesion 
such as was found when careful search was 
made for it in this sixth pregnancy. 


DISCUSSION. 


There appears to be little doubt that the 
syndrome described as traumatic neuritis 
of the puerperium may be caused by a 
variety of mechanisms. The largest group 
hitherto described appears to be due to 
compression of the lumbosacral cord as 
described by Bianchi (1867) and Hiiner- 
mann (1892). Thisis usually found in cases 
where delivery has been difficult, especi- 
ally in connexion with cephalopelvic 
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disproportion and instrumentation. The 
damage to the cord may be due to com- 
pression by the head against the ala of the 
sacrum and the sacro-iliac joint or to direct 
damage by a forceps blade or other instru- 
ment used during delivery. Tillman 
(1935) pointed out that in a platypelloid 
type of pelvis this area is more liable to 
exposure to pressure as the sacral prom- 
ontory is less prominent, and Cole (1946) 
has confirmed this in showing the radio- 
logical characters of the brim to be con- 
sistent with this finding. Lindén (1930) 
pointed out the rarity of the lesion in flat 
pelves where the lumbosacral cord is well 
protected. The first case which I have des- 
cribed above appears to fall into this group 
and radiological examination of the pelvic 
brim shows relative flattening of the sacral 
promontory with a correspondingly greater 
exposure of the sacral ala on either side and 
consequently of the lumbosacral cord. The 
fourth case shows a similar pelvic forma- 
tion, and also illustrates the greater danger 
in such cases where the child is large. 


Lambrinudi (1925) attributed the trauma 
to backward rotation of the sacrum during 
the first stage of labour, and the second 
case described above appears to confirm 
that this may be the case in certain in- 
stances. The lesion present in the left 
sacro-iliac joint demonstrable by X-ray 
as an ankylosis 17 months after the con- 
finement is one which might have resulted 
from an over-rotation of the joint with 
consequent stretching of the lumbosacral 
cord. This probably explains why damage 
occurred in a case where labour was 
straightforward and delivery easy al- 
though most cases in whom the syndrome 
has been described have had an extremely 
difficult labour and instrumental delivery. 
Barns’ objection (1943) that if Lam- 
brinudi’s theory is true the lesion should 
always be bilateral cannot be unreservedly 
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accepted since the rotation may be more 
marked on one side than the other, owing to 
slight variations in the relative positions of 
the limbs and the innominate bones. 
Radiological findings in my second case 
have shown that relatively severe injury 
can occur in one sacro-iliac joint without 
any corresponding injury on the other side. 

O’Connell (1944) and others have shown 
that prolapse of an intervertebral disc may 
be the precipitating factor and it would 
appear that this is more likely to occur in 
cases where there has been a pre-existing 
tendency to intervertebral subluxation 
aggravated both by the relaxation of the 
joints occurring in pregnancy and by the 
postural and other strains incident to the 
process of labour. 

The third case described shows a lesion 
of the femoral nerve which is probably of 
the type described by Pollock (1933) and 
O’Connell (1944) and due to minor disc-pro- 
trusion at L3~4 level, causing stretching of 
the 3rd lumbar root from which the femoral 
nerve derives part of its origin. In this 
case the damage was of such a minor nature 
that it was at first ignored by the patient 
and was not reported until she attended for 
postnatal examination 6 weeks after 
delivery. Spontaneous recovery occurred 
in a few weeks probably as a result of 
lengthening of the affected nerve-root but 
X-rays showed scoliosis and diminution of 
the joint space at the appropriate level and 
on the side of the lesion. 

In the prevention of these lesions obstetric 
measures may be valuable in the group 
where trauma is due to cephalopelvic dis- 
proportion and dystocia. The use of 
Caesarean section or the induction of pre- 
mature labour may be indicated. Forceps 
application should always be carried out 
with the utmost gentleness and every effort 
made to bring the head into the optimum 
position before this is done. The danger is 
particularly great where there is deep 


transverse arrest of the head and Keilland’s 
or other forceps are used in an attempt to 
carry out rotation and delivery, a condition 
which is especially liable to occur where 
there is relative flattening of the pelvis as 
in the platypelloid type. 

Where rotation of the sacrum appears to 
have been the cause of the nerve lesion it 
is difficult to know how to limit this since 
it is, to some extent, a physiological com- 
ponent of labour. Certainly the Walcher 
position formerly recommended in flat 
pelves carries with it a considerable risk 
which should be considered if it is proposed 
to use this obsolescent method. In this 
group Caesarean section would again seem 
to be indicated if there is any degree of 
cephalopelvic disproportion and vaginal 
delivery undertaken only when careful 
study of the pelvis has suggested that 
delivery is not likely to be accompanied by 
further trauma. The use of the lithotomy 
position and any other position involving 
hyperflexion of the hip, which may lead to 
further rotation of the sacro-iliac joint, 
should be avoided. 

The lithotomy position may also tend to 
precipitate prolapse of the intervertebral 
disc and particularly where pains, before 
or during pregnancy, have been observed, 
it should be avoided during labour. The 
only other measure likely to help the patient 
is an attempt to avoid the sudden assump- 
tion of violent activity represented by 
labour, by the use of graduated physical 
exercises aiming at strengthening the liga- 
ments and muscles of the spine so that 
labour will be less likely to lead to further 
displacement of the disc. 

The place of hypovitaminosis-B as a pre- 
disposing cause is stressed by Trillat and 
Dumont (1947). They suggest that here is 
another sphere in which an adequate 
vitamin-intake is important during preg- 
nancy. 

The condition of traumatic neuritis of the 





—_ > OD FF —) 


~~» thr weer — — 4. 


—™—s ces fH et 435 =? 465 — FS 


oS a ae ae 


1S 
ite 
ap- 








TRAUMATIC NEURITIS OF THE PUERPERIUM 


puerperium is probably much more 
common than the recorded cases, now 
numbering 146, would lead one to believe, 
and it is again suggested that all cases of 
difficult delivery should have a neuro- 
logical examination of the lower limbs 
during the first 48 hours of the puerperium. 
Any inequality of the reflexes, para- or 
hyperaesthesia, etc., should demand care- 
ful subsequent observation with early 
splinting if necessary, if signs of drop foot 
or other paresis appear. 

It is worthy of note that in all the cases 
recorded above the full extent of the damage 
was not evident when the first symptoms 
appeared, and it is suggested, therefore, 
that the injury to the nerves is progressive, 
and oedema and haemorrhage secondary 
to the actual trauma may lead to the sub- 
sequent destruction of nerve fibres which 
have escaped in the original injury to the 
nerve. 


SUMMARY. 

(1) The literature dealing with traumatic 
neuritis of the puerperium has been re- 
viewed, and 4 further cases added to the 
142 previously described. 

(2) Three different mechanisms may 
operate to produce the lesions described : 

(a) Compression of the lumbosacral cord 
by the head, especially where there is 
relative flattening of the sacral promontory 
and consequently greater exposure of the 
lumbosacral cord. 

(b) Traction upon the lumbosacral cord 
owing to backward rotation of the sacrum 
upon the ileum. 

(c) Prolapse of one or more intervertebral 
discs. 

(3) The first case recorded illustrates an 
injury due to compression of the lumbo- 
sacral cord by forceps during an unsuccess- 
ful attempt at delivery. In the second case 
the lesion was due to traction upon the cord 
following rotation of the sacrum. The 
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third case illustrates a minor disc lesion. 
The fourth case shows a severe paraplegia 
resulting from compression of the lumbo- 
sacral cord by the head of a large child 
when the characteristic deformity of the 
pelvis is present. 

(4) In all cases the lesion progressed after 
symptoms were first observed and it is 
suggested that this may be due toa reaction- 
ary oedema occurring in the damaged nerve 
and leading to the destruction of further 
nerve fibres. 

(5) Methods of prevention are discussed. 


I am indebted to Doctors Gabriel Gotlieb 
and J. C. Wood for the radiological investi- 
gation of these cases and to Mr. R. C. 
Murray for advice as to the orthopaedic 
management of cases I and 2. 
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A NUTRITIONAL SURVEY IN PREGNANCY WITH PARTICULAR 


REFERENCE TO CERTAIN HAEMATOLOGICAL 
AND BIOCHEMICAL FINDINGS 


BY 
W. Hosson, M.D., B.Sc., D.P.H., 
F. J. W. Lewis, M.B., Ch.B., 
AND 
D. Woopman, M.Sc., M.D. 
University of Bristol, Department of Preventive Medicine. 


INTRODUCTION. 


THERE have been very few accurate 
surveys of the diet during pregnancy. One 
has recently been carried out in Bristol, and 
the results published by Hobson (1948). 
This survey was carried out on 111 primi- 
parae attending the antenatal clinics of the 
City and County of Bristol; the method 
used was that known as “‘ the individual 
weighing method ’’ by Widdowson (1947). 
This method gives information of the mean 
minimum and maximum intakes of every 
article of diet and of every chemical con- 
stituent, and it was possible to correlate 
these findings with the subsequent clinical 
history. 

An important finding in this investiga- 
tion was the association of a low intake of 
nicotinic acid with all those who subse- 
quently developed toxaemia of pregnancy. 

Blood samples were taken and the 
following estimations carried out: 

Serum protein, albumen and globulin. 
Haemoglobin percentage. Haematocrit and 
mean-cell diameter (M.C.D.). Sedimenta- 
tion rate. Red cell count in all cases where 
the haemoglobin was under go per cent. 
From these were calculated the albumen- 
globulin ratio; mean corpuscular haemo- 
globin concentration (M.C.H.C.); mean 
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corpuscular volume (M.C.V.); colour index 
(C.I.); corrected erythrocytic sedimenta- 
tion rate (corr. E.S.R.). 

Correlations have been found by various 
workers between quality of the diet, blood 
haemoglobin and protein levels and clinical 
findings. In none of these surveys as far 
as we are aware has the individual weighing 
method been used to assess the dietary 
intake. Thus Burke et al. (1943) carried 
out their survey on a group of 216 women, 
using a questionnaire to record the dietary 
intake for 24 hours before visiting the 
clinic; such a method does not give very 
precise information on the normal dietary 
habits of the individual. Other surveys by 
Arnell et al. (1945) and Williams and 
Fralin (1942) are subject to the same 
criticisms. 

The drawback to the individual method is 
that it is time consuming and tedious. It 
offers an opportunity to assess whether 
there is with the present day diet any 
obvious correlation between these various 
factors. 


METHODS. 
Serum protein, albumen and globulin 
were carried out by King’s modification of 
the micro-Kjeldahl method ; the estimations 
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were carried out in duplicate and agreed 
well. 

Sodium sulphite was used as the precipi- 
tant; this may not apparently bring down 
all the albumen, resulting in a falsely high 
globulin (Steel, 1946), although it should 
not affect the total protein. We were un- 
aware of this at the time. 

Haemoglobin was estimated by the 
Haldane Gower’s visual method following 
the instructions laid down in the report of 
the Committee on Haemoglobin Surveys of 
the Medical Research Council (1945). The 
erythrocyte sedimentation rate was deter- 
mined by the method of Wintrobe and the 
M.C.D. by Eve’s halometer method. 

Haematocrit. The estimation of the 
packed cell volume was carried out by 
centrifuging at 2,500 r.p.m. and was re- 
peated until there was no further reduction 
in the volume. Failure to do this may result 
in falsely high values for the M.C.H.C. 


The blood estimations were carried out 
during the year 1947 and relate to the period 
of pregnancy, 12-30 weeks. 

Serum proteins. The range, mean and 
standard deviation of the serum protein 
albumen, globulin and albumen-globulin 
ratio are given in Table I. The estimations 
were carried out on 82 subjects. In 
addition the results of other surveys are 
given indicating the method used for the 
estimation, the year of the survey and the 
stage of pregnancy. In this way it is 
possible to compare the findings with those 
of other surveys. It can be seen that the 
mean serum protein is higher than those 
previously recorded, the only comparable 
figure being that of McCarthy (1946). His 
estimations were done on 4 patients at 
term using a refractometric method. The 
mean serum albumen is higher than all the 
other:surveys with the exception of that of 
Rinehart (1945). The mean serum globu- 


TABLE I. 
Albumen- 
Date and Stage of Globulin Serum Serum Serum 
Investigator place Method pregnancy ratio protein albumen _ globulin 
Hobson, Lewis England, Micro- 12 30 weeks 1.6+0.40 7.240.58 4.3+0.50 2.9+0.46 
and Woodman, 1947 Kjeldahl range range range range 
1947" 1.0-3.3 5.2-8.4 3.5-5-9 1.6-3.8 
Plass and USA, Wu 13-16 weeks 1.64 7 ig 4.31 2.63 
Matthew, 1926 1926 17-20 ,, 1.60 7 4.13 2.59 
21-24 ,, 1.56 7-00 4.06 2.59 
25-28 ,, 1.51 7.06 4.04 2.66 
Dodge and USA, Bowman 2nd 1.99 6.29 4.18 2.51 
Frost, 1938 1937 trimester 
Strauss, 1935 USA:, Howe 32-42 weeks 1.55 5.76 3.50 2.30 
1935 
Rinehart, 1945 WS. ; Buiret 0-40 weeks 1.91 6.70 4-40 2.30 
(?) 
Wills, et al., 1947. England, Kjeldahl 16-23 weeks — 6.87 — — 
1944 . 
Lindeboom, 1948. Holland, Howe 24-40 weeks 1.65 6.38 3-97 2.41 
1941-44 





* 82 observations. 
McCarthy (1946) obtained a figure of 712 g. per 100 ml. for serum proteins but the estimations were 
done at term on only 4 patients, using a refractometric method. 
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lin is higher than in any of the other 
surveys. The results appear to be more 
inagreement with those of Plass and 
Matthew (1926) for 13-16 weeks than with 
any other. 

When the levels of serum protein, 
albumen and globulin were analyzed 
according to stage of pregnancy there 
appeared to be no significant change, apart 
from a slight rise of serum globulin in the 
later stages. 

It appears, therefore, that for the stage 
of pregnancy covered by the survey (12-30 
weeks) the levels of serum protein, albumen 
and globulin are higher than those usually 
recorded. No correlation was found 
between the protein intake and the serum 
levels. The possible reasons for this will be 


219 


HAEMATOLOGY. 

The range, mean and standard deviations 
have been estimated for haemoglobin 
percentage and the mean corpuscular con- 
centration; these are shown in Table II, 
together with the results of recent surveys. 

In addition, the mean values for the 
haemoglobin percentage and mean cor- 
puscular haemoglobin concentration have 
been calculated for the following stages of 
pregnancy : 12-15 weeks (21), 16-19 weeks 
(19), 20-23 weeks (17), 24-30 weeks (15). 
The numbers in brackets refer to the 
number of observations made in each 
month. The numbers are not very great, 
but they show the usual trend, the haemo- 
globin percentage decreasing from 93 per 
cent at 12-15 weeks, to 84 per cent at 24-30 





dealt with in the discussion. weeks. The figures appear to be most 
TasLe II. 
Year of ~ Stage of | 
Investigation investigation pregnancy Hb. per cent M.C.H.C. 
"Hobson, Lewis 1947 88.8 + 10.5 32.75 +1.61 
and Woodman. (12-30 weeks) (Range 54-108) (Range 29.3-36.2) 
1947 12-15 weeks (20) 93.0 32.95 
16-19 weeks (19) 88.9 32.39 
20-23 weeks (17) 87.65 32.65 
24-30 weeks (15) 84.0 32.6 
Hock and Marrack 1943-1946 10-14 weeks 94.9 
(1948) 15-22 weeks 90.4 
23 weeks-term 84.9 
M.R.C. Haemo- 1943 ist trimester 89.1 
globin Survey 2nd trimester 86.3 
(1945) 3rd trimester 82.4 
Roscoe and 1942 Ist trimester 79.8 
Donaldson (1946) 2nd trimester 75.6 
3rd trimester 72.8 
1944 Ist trimester 87.8 
2nd trimester 85.0 
3rd trimester 78.0 31.0+1.3 
(24 weeks) 
Wills e¢ al. 1944 Treated primiparae 84.89 Treated 33.0 
(1947) (17-28 weeks) Treated multiparae 85.58 
Untreated primiparae 83.94 Untreated 32.0 
Untreated multiparae 83.30 
Young, et al. 1943-1945 82.8 
(1946) (0-24 weeks) 
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nearly in agreement with those of Hoch and 
Marrack (1948) but are higher than those 
in other series. On the other hand there is 
no appreciable change in the mean corpus- 
cular haemoglobin concentration with the 
stage of pregnancy. The mean value for the 
mean corpuscular haemoglobin concentra- 
tion agrees well with the values found by 
Willis et al. (1947). It should be noted 
that there is an appreciable scatter around 
these mean values. In the whole series 
there were 8 cases with a haemoglobin 
below 80 per cent, and only one which 
could be classified as a macrocytic anaemia. 


BIRTH-WEIGHTS. 


The birth-weights of the babies born as 
a result of these pregnancies were not re- 
corded in the original paper. They are 
therefore recorded here. They have been 
expressed in the form of a frequency 
distribution, in Fig. 1. 

The mean value was 7 pounds 6 ounces 
+14.7 ounces for 100 babies. There ap- 
peared to be some correlation between 
birth-weight and mean corpuscular haemo- 
globin concentration. 


CORRELATIONS. 
The results of this survey were scrutinized 
and, if necessary, analyzed, to see if any 
correlation could be found between dietary 
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Fic. 1. 
Frequency distribution weight (pounds). 
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intake and clinical findings. There were 
3 main groups of findings. 


(A) Dietary intake. This could be 
measured by means of a numerical score 
given to the diet. The method is described 
in the original paper by Hobson (1948), 
The levels of protein, iron and calorie in- 
take were carefully scrutinized with regard 
to clinical findings and blood values. 


(B) Blood findings. Serum protein, 
haemoglobin levels and E.S.R. 


(C) Clinical assessments. The only 
measurable quantities were the _birth- 
weights of the babies and the incidence of 
toxaemia of pregnancy. The latter has 
already been analyzed in relation to the 
dietary intake in a previous paper (Hobson, 
1948). 

No correlation was indicated between 
any of these findings with the exception ofa 
relationship between the mean corpuscular 
haemoglobin concentration during preg- 
nancy and the birth-weight of the baby. 
This has been investigated by means of a 
correlation diagram, Fig. 2, giving the 
average birth-weights for each unit increase 
in M.C.H.C. The first and last points are 
of little significance as they are made up 
of only two values each (they have been 
ringed to indicate this). The correlation 
coefficient was +0.231. With this sample 
such a correlation coefficient could be 
expected by chance about 1 in 18 times. 

The correlation is obviously not very 
great, and there must be several factors 
which will upset the trend. Nevertheless 
these results do show that there is a general 
tendency in the direction of greater birth- 
weights with the higher M.C.H.C. in the 
mother. ~ 

The following correlations were investi- 
gated most carefully in view of the fact that 
previous observers have attempted to show 
correlations between the various values. No 
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Correlation diagram of weight of child and mean corpuscular haemoglobin concentration in mother. 


association was found between any of the 
following : 


Protein intake and serum protein levels. 

Protein intake and the birth-weight of 
the baby. 

Protein intake and the haemoglobin 
levels. 

Iron intake and serum protein levels. 

Iron intake and haemoglobin levels. 

Quality of the diet and serum protein 
levels. 

Quality of the diet and haemoglobin 
levels. 

Quality of the diet and birth-weight of the 
baby. 

Calorie intake and birth-weight of the 
baby. 

Serum protein levels and haemoglobin 
levels. 


Serum protein levels and birth-weight. 
Serum protein levels and subsequent in- 
cidence of toxaemia. 


The E.S.R.s were corrected for anaemia 
by the Whitby and Hines modification of 
Wintrobe’s table and were classified 
according to the stage of pregnancy; the 
mean values for each stage were as follows : 

12-15 weeks mean 11.8 (21) 


16-I9 ,, ,, 13.6 (19) 
20-23 », 1» 17.9 (14) 
24-30 ”? ”? 19.7 (11) 


The figures in brackets refer to the num- 
ber of observations made in each group. 

This confirms the well-recognized obser- 
vations that the E.S.R. rises during preg- 
nancy. 

In non-pregnant women E.S.R.s over 
20 are considered abnormal (Wintrobe). 
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No correlation could be found between the 
E.S.R. and any abnormality until a figure 
of 30 was reached. There were 5 cases 
which showed an E.S.R. over 30 and all 
these showed some abnormality. They 
were distributed as follows: 


12-15 weeks I (a) E.S.R.=38 
16-19 , «I (6) E.S.R.=32 
20-23 ,, 2 (c) E.S.R.=36 

(d) E.S.R. =37 
24andabover1 (e) E.S.R.=32 


The abnormalities were as follows: 

(a) E.S.R.=38. This case had the worst 
diet in the whole series and was grossly 
deficient in calcium, vitamin B,, riboflavin 
and many other factors. The baby was born 
prematurely and weighed 5 pounds 8 
ounces. 


(b) E.S.R.=32. The baby was born 
prematurely and weighed 5 pounds 8 
ounces. 


(c) E.S.R.=36. This patient had a very 
poor diet, being grossly deficient in vitamin 
A, riboflavin, nicotinic acid and protein. 
Birth-weight, 6 pounds 12 ounces. 


(d) E.S.R.=37. The patient had the 
lowest M.C.H.C. in the whole series, i.e., 
29.3, in spite of an adequate diet including 
a good iron intake. She was therefore fail- 
ing either to absorb or to utilize iron and, 
therefore, possibly other factors as well. 
The birth-weight was low, i.e., 6 pounds. 


(ec) E.S.R.=33. This patient subse- 
quently developed toxaemia and was the 
only toxaemia of the rr investigated to 
produce a stillbirth. She was also the only 
one in this toxaemic group to show a high 
E.S.R. The E.S.R.s of the other 10 were 
all under 20. This case was also interesting 
as it was the only one in the whole series 
showing a doubtful macrocytic anaemia. 
Haemoglobin per cent 84; R.B.C., 
3,870,000; C.I., 1.09; M.C.V., 98.2 cy; 
M.C.D. (halometer), 7.8. 


DISCUSSION. 


The levels of serum protein, albumen and 
globulin are higher than in the majority of 
previous surveys, and most nearly ap- 
proached the values found by Plass and 
Matthew (1926) for the period 13-16 weeks. 
It is of significance to note that there is no 
correlation between protein intake and the 
level of serum proteins. It appears from 
the literature that in many instances where 
correlations have been found, the level of 
protein intake has been lower than in this 
series. Thus Arnell e¢ al. (1945) only found 
lower serum proteins in their groups which 
had less than 55 g. per daily intake of 
protein. There were no cases in this 
series which had less than 55 g. of pro- 
tein. Some observers have found a 
lowering of serum protein during preg- 
nancy. Plass and Matthew (1926) found 
a lowering of serum albumen and more 
recently, Rinehart (1945) has found a 
similar decrease in serum albumen in the 
later months of pregnancy. A possible 
explanation may be that it is due to the 
haemodilution which is known to occur. 
Strauss (1935) and Dodge and Frost (1938) 
thought that it could be associated with 
deficient intake of protein, which became 
more significant as pregnancy advanced. 
The levels of the serum proteins in their 
results were lower than in the present series, 
and many of their patients were apparently 
getting lower protein intakes. The values 
given for protein intakes are, however, of 
doubtful value as they were not assessed by 
the individual weighing method. 

No fall in serum protein or albumen 
could be demonstrated in the later stages 
of pregnancy in the present series; un- 
fortunately the numbers in each group were 
not very large. On the other hand there 
was a tendency to rise in the serum 
globulin in the later stages of pregnancy. 
This is in keeping with the results of Linde- 
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boom (1948) who found that 20.8 per cent 
of normal pregnant women had hyper- 
globulinaemia in the last trimester. He 
defined hyperglobulinaemia as a serum 
globulin of over 3 g. per 100 ml. It should 
be pointed out that the high serum globulin 
recorded may have been due to the method 
used. 

It is a well-recognized fact that the stage 
of pregnancy has an important effect upon 
the levels of haemoglobin. Thus the Com- 
mittee on Haemoglobin Surveys (1945) 
found the mean value for the haemoglobin 
to be 8g per cent in the first trimester, 86 per 
cent in the second trimester and 82 per cent 
in the third trimester, for primiparae and 
multiparae combined. 

It has usually been assumed that this fall 
of haemoglobin in the blood during preg- 
nancy is due to progressive haemodilution. 
Thus Thompson et al. (1938) have shown 
that at the ninth month of pregnancy the red 
cell volume is 16 per cent above non- 
pregnant values, and the plasma volume 
65 per cent above non-pregnant values. 
Wills e¢ al. (1947) have shown, however, 
that this fall, though present, is not as great 
on a group who received additional iron. 
It appears that part of the so-called 
“physiological’’ anaemia of pregnancy 
can be due to iron deficiency. 

If the relative constancy of the mean 
corpuscular haemoglobin concentrations 
in the various stages of pregnancy has any 
significance at all, it indicates that the fall 
in haemoglobin in this series is not due to 
deficiency of iron or impairment of utiliza- 
tion, in which case it is presumably due to 
haemodilution. Additional support is 
given to this view by the fact that there was 
no correlation between the iron intake and 
the haemoglobin levels; and by the fact 
that the mean values for the haemoglobin 
and mean corpuscular haemoglobin con- 
centrations were no higher in the supple- 
mented group. 
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An interesting observation is the rela- 
tionship between the birth-weights and the 
mean corpuscular haemoglobin concen- 
tration of the mother. This correlation 
is not very high, but the subject should 
certainly be investigated further. It may 
well be that the correlation would become 
more significant if a larger series were in- 
vestigated. 


It is to be noted that the corrected E.S.R. 
rose steadily during the course of preg- 
nancy. It also seems that corrected 
E.S.R.s up to 30 are not pathologically 
significant in pregnancy, but over this level 
they may be regarded as a warning signal. 
It is a simple test to do, and would appear 
to be well worth while. It is not possible to 
predict the subsequent development of 
toxaemia by the estimation of the E.S.R. 


It appeared, therefore, that the protein 
and haemoglobin levels in the blood were 
unaffected by any variation in the dietary 
intake; this may possibly have been due to 
a better intake of protein and iron than in 
previous surveys. It is known, for ex- 
ample, from studies of radioactive iron, 
that if there is a sufficiency in the blood 
then little of the dietary iron is absorbed, 
the intestinal mucosa acting as a differ- 
ential selector. It is possible that absorp- 
tion or utilization might have been defec- 
tive in the later stages. Estimations of 
serum iron would have thrown some light 
on this. The mean blood values for protein 
and haemoglobin are higher than many 
previously recorded, and are not influenced 
by changes in the protein or iron intake. 
The dietary intake of the group as a whole 
may well have been above that critical 
level where variations in the intake would 
be reflected by variations in the blood- 
values. It is perhaps one explanation why 
the values found are higher than those 
found in earlier surveys. 


The results of this survey confirm the 
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finding that the haemoglobin levels in this 
country are generally higher than those 
recorded before the war, and higher than in 
several surveys carried out during the war 
years. The observations of Roscoe and 
Donaldson (1946) are particularly valuable 
as they show a considerable improvement 
from 1942 to 1944; the observations were 
carried out in the same place (Edinburgh) 
and by the same observers. 

It must be realized, however, that the 
results obtained in Edinburgh may well be 
different from those obtained in Bristol at 
the same time. Diet, race, environment 
and dietary habits can all play their part in 
producing variations. It is important, 
therefore, that in any analysis of haemo- 
globin values simultaneous assessments 
should be made of the diet and clinical con- 
dition. 

It is of significance that National flour 
was introduced between 1942 and 1944. 
There were in addition many other factors 
which would tend to improve nutrition. 
There was an increase in real wages and a 
fall in unemployment. The milk supply 
and vitamin and egg priority schemes were 
introduced in 1941, and in 1943 an extra 
half-ration of meat was added to the ration. 
The diet in this group was better than in a 
pre-war group; thus the mean intake of 
protein was go g. per day or 1.5 g. per kg. 
body weight, and the lowest intake of pro- 
tein was 55 g. In terms of animal protein 
the diet was again better than a pre-war 
group, giving a mean value of 50 g. anda 
range of 27-85 g. In the pre-war group the 
mean intake of protein was 1.2 per kg. 
body weight, or 43 g. of animal protein 
(McCance, Widdowson and Verdon-Roe, 
1938). 

The utilization of iron is difficult to assess 
from dietary studies alone. In this group 
the mean dietary intake (not taking into 
account any supplements) was 14 mg. per 


day compared with a figure of 12 mg. per 
day for a pre-war group (McCance, 
Widdowson and Verdon-Roe, 1938). It 
appears that the group as a whole did not 
suffer from iron deficiency, in view of the 
high levels of haemoglobin and M.C.H.C. 
compared with other surveys. 

As far as iron utilization was concerned 
there is every indication that this was 
adequate. The haemoglobin values were 
as high as any previously recorded for a 
similar group. Moreover iron supplements 
did not affect the haemoglobin levels. The 
fact that there was only one case which 
showed a mild macrocytic anaemia is a 
further indication that there was no gross 
deficiency of any of the other factors in- 
volved. 

The opportunity is taken here to correct 
a statement made in the paper by Hobson 
(1948), to the effect that the Ministry of 
Health had used the questionnaire method 
in their surveys. In point of fact they have 
avoided this method; Bransby, Daubney 
and King (1948) have recently published 
a valuable paper comparing the various 
individual methods which they have used. 


SUMMARY. 


1. Anattempt has been made to correlate 
certain blood investigations, particularly 
the haemoglobin M.C.H.C., M.S.R. and 
protein (albumen and globulin) levels of 
82 antenatal primiparae, with carefully 
assessed dietary intake and with their 
clinical course. 


(a) No correlation could be found 
between iron intake and the M.C.H.C. 
levels, nor between any of the dietary 
factors and the haemoglobin and protein 
levels. 


(b) The E.S.R. (Wintrobe) could only 
be correlated with clinical abnormalities at 
a correlated level of 30 mm. or over. 
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(c) There appears to be some correlation 
between the M.C.H.C. in the mother and 
the low birth-weights, but the data were 
insufficient. 


2. It is worth noting that the levels ot 
haemoglobin and protein were higher than 
in the majority of previous surveys. 


Our thanks are due to Professor R. H. 
Parry, Professor of Preventive Medicine 
and Medical Officer of Health of the 
City and County of Bristol, for facilities 
granted in this research, and to many mem- 
bers of his staff; particularly to Mr. 
Sandercott, for his estimations of serum 
proteins, and to Dr. Herdan for help with 
the statistical work. 
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EXCISION OF THE ROUND LIGAMENTS IN CORPOREAL 
AND OVARIAN CARCINOMA 


BY 


Percy Mapas, Ch.M., F.R.C.S., F.R.C.O.G., 
Honorary Surgeon, Women’s Hospital, Liverpool. 


A LYMPHATIC communication between the 
body of the uterus and the glands of the 
groin along the course of the round liga- 
ment has long been recognized and 
described, but beyond explaining an 
occasional metastasis of a corporeal cancer 
in one of the inguinal lymph nodes it has 
been usually regarded as of little import- 
ance. A study of 3 recent cases has sug- 
gested a reason why the significance of this 
has been minimized and because the point 
may have some practical bearing on the 
operative technique employed in the radical 
treatment of pelvic carcinoma some further 
discussion seems desirable. 

Two of the cases were corporeal cancers, 
the third was a papillary adenocarcinoma 
of the ovary. 

The 2 corporeal cancers were both early 
growths, confined to the body of the uterus; 
there was no evidence of any spread of the 
growths beyond the uterus; there was no 
enlargement of any of the lymphatic glands. 
Both cases were treated by total hysterec- 
tomy with removal of both appendages and 
wide excision of the broad ligaments. 

After periods of r year and 3 years res- 
pectively, the patients were found to have 
developed small swellings in the abdominal 
wall at the outer border of the lower left 
rectus muscle, fixed below to the ascend- 
ing pubic ramus. At operation each tumour 
was found to be a secondary growth in- 
vading the rectus muscles and the aponeu- 
rosis of the oblique muscles in this site. A 
diminishing chain of enlarged glands could 
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be felt extending from the tumour upwards 
along the external iliac artery. The pelvis 
and peritoneal cavities were free of growth 
and no involvement of the intra-abdominal 
glands was noted. 

The third case was a primary papillary 
adenocarcinoma of the left ovary which had 
been treated by a total hysterectomy with 
wide excision of both appendages. As far as 
could be seen the tumour was completely 
removed at the initial operation. 

A year later the patient returned with a 
tumour within the abdominal wall to the 
outer border of the left rectus muscle and 
extending upwards for about 4 cm. from 
the pubic spine. It closely resembled the 
recurrences seen: in the two corporeal 
cancers. The abdomen was opened and the 
tumour explored. It was found situated on 
the posterior aspect of the outer side of the 
rectus muscle and extending laterally into 
the internal oblique muscle. The stump of 
the round ligament was identified at the 
point where it had been cut at the first 
operation. Anattempt was made to dissect 
it out, but near the internal abdominal ring 
the ligament was found to merge with the 
tumour mass. Exploration of the outer 
side of the tumour showed it to extend as a 
chain of nodules—first outwards and down- 
wards towards Poupart’s digament, then 
upwards along the outer side of the ex- 
ternal iliac artery. In this way the recur- 
rence formed a J-shaped loop, with the 
smaller limb in the anterior abdominal wall, 
along the short intra-abdominal course of 
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EXCISION OF THE ROUND LIGAMENTS 


the round ligament, the longer limb on the 
posterior abdominal wall in the iliac fossa, 
along the external iliac lymphatic chain, but 
on the outer side of the artery, not on its 
inner side. An important point in the 
present context is that neither in this case 
nor in the two earlier cases was there any 
involvement of the inguinal glands proper 
below Poupart’s ligament. 

It seems clear that the recurrence started 
somewhere along the course of the round 
ligament between the point at which the 
ligament left the peritoneal cavity and the 
point where it pierced the internal abdo- 
minal ring. After reaching the internal ring 
the growth no longer spread along the 
ligament and down the inguinal canal, but 
took an upward course along the lymphatics 
of the posterior abdominal wall, leaving the 
inguinal glands alone, and it may well be 
that this partial involvement of the round 
ligament, wherein only the intra-abdominal 
segment is involved, is the reason why this 
route of extension has not received much 
attention. 
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All 3 cases were great disappointments 
because in none of them did any pelvic or 
abdominal recurrences develop, and it 
seems quite possible that had a wider ex- 
cision of the round ligaments been practised 
at the time of the initial operation these 
particular recurrences might have been 
avoided. 


In every case the recurrence was on the 
left side. This may have been fortuitous; 
on the other hand it may be accounted for 
by the fact that when the operation is done 
from the left side, as these were, it is easier 
to remove more of the right round ligament 
than of the left during the routine steps for 
mobilizing the uterus before removal. 


It would seem a sensible precaution to 
remove both round ligaments and the sur- 
rounding cellular tissue as far as the internal 
ring in every radical operation for uterine 
or ovarian cancer. Such a step presents no 
technical difficulties, adds nothing to the 
severity of the operation, and might lessen 
the risk of recurrences of this nature. 





ROENTGENOGRAPHY OF VAGINAL CYSTS 
BY 


F. SZELLO, 
The Gynaecological Clinic, The Umversity, Pécs, Hungary. 


ALTHOUGH the routine methods of examina- 
tion usually suffice to establish the correct 
diagnosis of a vaginal cyst and to exclude 
conditions which may occasionally imitate 
it, e.g., rectocystocele, lateral haemato- 
colpos, perivaginal haematomas and 
abscesses, pelvic tumours, etc., in some 
instances the diagnosis remains doubtful. 

In the following cases the correct diag- 
nosis was ultimately arrived at by X-ray 
examination. This method has to my 
knowledge not hitherto been employed in 
the diagnosis of vaginal cysts. 


CasE 1. Multipara, aged 34 years, complained of 
‘“something having come down ”’ in the perineal 
region, and of having steadily increased in size. 
Inspection (Fig. 1) showed this to resemble most 
closely a rectocele, but palpation left open the 
possibility that a soft tumour was lying between 
the descended posterior wall of the vagina and the 
rectum. The whole growth could be replaced 
within the vagina by applying only a slight pres- 
sure. This salient feature and the softness of the 
protrusion suggested the possibility that it might 
be due to a pelvic hernia. The correct diagnosis 
was established by X-ray examination (Fig. 2) 
which showed clearly that the opaque medium 
injected into the protruding structure was located 
in a sharply outlined cavity that had no communi- 
cation with the neighbouring organs. Thus the 
protrusion proved itself to be an independent 
cystic neoplasm associated with a rectocele. Its 
site anc. its adherence to the scar of an old perineal 
rupture, the fact that it appeared only after the last 
delivery, and the histological findings all suggested 
that the cyst originated from cells of a vestibular 
gland which was displaced in the course of a 
perineal rupture at the last delivery. 


CasE 2 (Fig. 3) shows a protrusion of the size of 
a walnut which could be replaced until it disap- 
peared in the direction of the rectum. It was not 
possible by routine examination to decide whether a 
prolapse of the posterior vaginal wall alone was 
present. X-ray examination with contrast sub- 
stance proved to be conclusive (Fig. 4). Shows as 
in the preceding case that beside the rectocele 
there is a coincidental cystic tumour. It seems 
probable that the origin of the cyst was also to be 
traced to traumatic implantation of epithelial cells. 


CasE 3. The patient, a 34-year old multipara, 
noticed a tense swelling of the right gluteal region 
during the last 5 years which ultimately reached the 
size of a child’s head (Figs. 5 and 6). The nature of 
this growth could be ascertained only by means of 
X-rays which revealed clearly an air-containing and 
well-outlined cyst having no communication with 
adjacent organs (Figs. 7, 8, 9, 10). In this case the 
air content of the cyst made the use of an opaque 
medium unnecessary. The cyst adhered to the 
posterior wall of the vagina at the site of an old 
rupture and had, therefore, also to be considered 
as of traumatic origin. A detailed description of 
this case has been previously published (Szelli, 


1943). 


In all 3 cases the cyst was radically re- 
moved and microscopically examined. 

These cases illustrate that radiographic 
evidence may be of great value in cases in 
which the possibility of a vaginal cyst arises 
and the routine methods leave the diag- 
nosis undecided. 


REFERENCE. 
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Fic. 9. 


Barium enema in rectum. Residue of barium enema in rectum 





FIG. 10. 
Bowel filled with barium and gas. 











THE OBSTETRIC CAPACITY OF THE UNDILATED CERVIX 


BY 


T. B. FitzGERaLp, M.B., Ch.B., F.R.C.S., M.R.C.O.G. 
Registrar and Assistant to the Obstetric Umit, University College Hospital; 
Late Resident Obstetric Surgeon, St. Mary’s Hospitals, Manchester. 


Ir is generally considered that vaginal 
delivery through the incompletely dilated 
cervix is permissible, when sufficiently 
urgent indications are present. It is not 
generally made clear, what the possibilities 
and limitations of such action may be. 

The purpose of this paper is to examine 
the conditions under which successful 
vaginal delivery of the foetus may be 
accomplished, while the cervix is still pal- 
pable on vaginal examination, and to 
illustrate the points made, by reference to 
clinical records. 

It will be necessary to consider, firstly, 
the structure of the cervix and the changes 
which it undergoes during labour. It is 
proposed to study the anatomy, physiology 
and, to a limited extent, the pathology of 
this organ. 


ANATOMY. 


In the ensuing account attention will be 
specially focused on the upper limits of the 
cervix. Fig. 1, reproduced from Marshall 
(1939), shows this region and the way in 
which the internal histological os in the 
non-pregnant state, lies a few millimetres 
below the internal anatomical os. The 
anatomical os can be located macro- 
scopically as the point at which the narrow 
canal of the cervix opens into the wider 
cavity of the uterus. The histological os 
can be defined microscopically as the point 
at which the characteristic epithelium of the 
endocervix changes to that of the isthmus. 
This marks the upper limit of the cervix, 

D 


and will be referred to subsequently in this 
account, as “‘ the internal os.”’ 

Danforth (1947), whose findings are con- 
firmed by Schwarz and Woolf (1948), has 
demonstrated by careful staining methods 
that the structure of the cervix is predom- 
inantly fibrous. He states ‘‘ The basic 
structure of the cervix is found to be fibrous 





Fic. I. 
Sagittal section of the non-pregnant 
uterus, to show the isthmus uteri 
(after Marshall) 


connective tissue. In many specimens 
virtually no smooth muscle can be found.”’ 
He finds that smooth muscle is usually 
present though “‘ordinarily it does not 
exceed I0 to 15 per cent.”’ 

In the upper part of the cervix he finds 
that this great preponderance of fibrous 
over muscle tissue is reversed. The line of 
demarcation is so definite that he gives it 
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the name of “‘ the fibromuscular junction.’’ 
He says: ‘‘ as one ascends the cervix to the 
region of the histologic internal os a level is 
reached where the predominance of fibrous 
tissue ceases, giving way to smooth 
muscle.’’ 

It seems that, owing to the difficulty of 
defining the position of the histological os 
with exactitude, this fibromuscular junction 
may be regarded as forming the uppermost 
part of the supravaginal cervix, or as the 
lower limit of the lower uterine segment. 
Whichever of these two concepts is 
adopted, it is desired to stress the presence 
of this junction. It is considered that the 
behaviour of the cervix in labour can be 
understood only by visualizing the anatomy 
of this region as described by Danforth 
(1947). | 

If this junction is taken as representing 
the upper part of the supravaginal cervix, 
then the cervix must be considered as con- 
sisting of two parts. 

(x) A predominantly fibrous portion : this 
includes the whole of the vaginal cervix. 

(2) A predominantly muscular portion; 
this consists of the supravaginal cervix in 
the region of the internal histological os. 


PHYSIOLOGY. 
(a) During Pregnancy. 

It can be reasonably assumed that the 
function of the lower pole of the uterus is 
retention of the gestation. Danforth (1947) 
favours the view that this retaining action 
is a function of the fibrous cervix which he 
describes. However, this does not seem 
an altogether satisfactory explanation in the 
light of clinical experience. If one con- 
siders the patulous external os and vaginal 
cervix of the multipara, oedematous and 
softened by the vascular changes of ad- 
vanced pregnancy, it seems unlikely to 
form an effective barrier. A finger intro- 
duced into such a cervix, through the in- 
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ternal os, finds the presenting part to be 
supported and restrained, not by the fibrous 
lower part, but by the sphincteric closure of 
the internal os, which has been shown to be 
a muscular structure. 

Nearly superimposed on the histological 
os is the internal anatomical os, which is the 
upper limit of the lower uterine segment. 
In labour this is the site of formation of the 
physiological retraction ring, and can be 
seen to have a sphincteric potential in the 
predilection for contraction rings at this 
level. It has, therefore, a retaining func- 
tion, until it has reached such a degree of 
dilatation that the maximum diameters 
of the presenting part can pass through 
(Fig. 3). 

As the onset of labour approaches, the 
retentive mechanism at the lower pole of the 
uterus becomes progressively modified. 
Firstly, the upper level of the lower seg- 
ment, which originally constituted the 
anatomical os, opens out and rises with 
consequent elongation of the lower segment 
(Fig. 2). In the primipara this allows the 
foetal head to descend and engage. In the 
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Showing the formation of the lower uterine segment 

by the relaxation of the internal anatomical 0s, 

while the internal histological os still remains 
closed. 
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PARAMETRIUIM 


Fic. 3. 


The cervix is neither dilated nor effaced. 
The cervix is effaced, but is only partly dilated. 


The cervix is effaced; external os is fully dilated. 

The internal os and supravaginal cervix is still partly dilated only. 
The cervix is effaced and both supravaginal and vaginal cervix are fully dilated, 
the maximum diameter of the foetal head having passed through them. 
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multiparous patient, this may not occur 
until the first stage of labour. 

Secondly, the histological os begins to 
relax and to open out; this is the initial stage 
of effacement of the cervix (Fig. 3). The 
third change is the dilatation of the vaginal 
cervix and external os, which occurs only to 
a small extent before the onset of labour. 

It is with these second and third processes 
that this account is concerned. 


(b) During Labour. 

The retaining action of the supravaginal 
cervix and lower uterine segment during 
pregnancy has been described. Such action 
must also be present during labour, in a 
progressively diminishing degree, until full 
dilatation has been reached (Fig. 3). Were 
this not so, the presenting part would be 
precipitated with the full force of the ex- 
pulsive contractions on to the pelvic 
structures. This may be an important 
factor in the occurrence of precipitate 
labour, 

An interesting observation on the com- 
parative physiology of labour was made by 
Ivy, Hartmann and Koff (1931) These 
workers carried out a breech extraction on 
a monkey in the first stage of labour. This 
animal has a well-developed sphincter at 
the internal cervical os. They showed that 
the difficulty in the delivery of the foetal 
monkey’s head was due to the fact that this 
part of the cervix ‘‘ was not prepared for 
labour, and acted like a constriction ring.”’ 


PATHOLOGY. 


This is often only the exaggeration of an 
otherwise normal function, and therefore 
helps to clarify the nature of the physio- 
logical processes. 

It is an essential premise in this argu- 
ment, that there is a sphincteric action in 
the upper part of the supravaginal cervix, 
operating physiologically in normal labour. 
The formation of contraction rings, which 
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Rudolph (1935) describes in his paper on 
this type of dystocia, is considered to occur 
in the vast majority of cases at two points. 
First, in the region of the internal os, and 
secondly, at the level of the retraction ring, 
Of these two sites, Rudolph brings evidence 
to show that the internal os shows the 
greater incidence of the phenomenon. He 
states: ‘‘ Thus it appears that if the human 
uterus does not normally possess a cer- 
vical sphincter, the occurrence of constric- 
tion rings behind the symphysis pubis may 
represent at least an atavistic tendency in 
this direction.”’ 


Johnson (1946) says: “‘ If contraction- 
ring dystocia in (otherwise) unobstructed 
labour is an entity, it appears reasonable to 
suppose that it might occur in varying 
degrees, even down to a definitely sub- 
textbook variety.’’ It may be added, even 
down to a physiological contraction ring. 


These pathological considerations, to- 
gether with the anatomical and _physio- 
logical evidence which has been discussed, 
support the belief in a physiological 
sphincteric activity of the supravaginal 
cervix during labour. It is suggested that 
this mechanism is the limiting factor in the 
problem of urgent vaginal delivery. In 
this connexion, however, it is important to 
realize that this part of the cervix is sur- 
rounded by the main bulk of the paramet- 
rium. It will be remembered that the 
parametrial condensations forming the liga- 
ments of the uterus are all inserted in the 
region of the vault of the vagina and the 
upper cervix. In the primigravid patient 
this is of particular importance, and the 
parity of the patient, as is well recognized, 
is therefore a special consideration in the 
estimation of the obstetric capacity of this 
region. 

It is now desired to discuss the problem 
of urgent vaginal delivery in relation to all 
these factors. 
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FIG. 4. 

The external os is patulous and widely dilated. The picture was taken 

a few days before the onset of labour, with the grossly hypertrophied and 
oedematous cervix protruding through the vulva. 





FIG. 5. 
The arrows indicate the deep indentations on the oede- 
matous foetal arm, caused by the tight contraction 
ring. The elbow, below this, was presenting through 
the external os. 




















OBSTETRIC CAPACITY OF THE UNDILATED CERVIX 


DELIVERY THROUGH THE UNDILATED 
CERVIX. 

It is customary in the practice of obstet- 
rics to assess the state of the cervix by the 
examination of the external os, and that part 
of the cervix whichcaps the presenting part. 
A moment’s consideration will suffice to 
show that this can only represent the con- 
dition of the vaginal cervix. This, in 
normal labour, becomes stretched and 
thinned, and is an almost entirely fibrous 
structure. It does not seem that it normally 
presents any serious obstacle to delivery. 
This is not to deny the existence of the type 
of abnormal labour in which the external 
os shows a pathological rigidity. In normal 
labour it is considered that the muscular 
ring at the upper border of the supra- 
vaginal cervix presents a physiological 
barrier to precipitate delivery. It is, there- 
fore, the dilatation of this region with its 
surrounding parametrial structures, which 
must be estimated in a decision regarding 
the possibility of safe delivery from below. 

It is, of course, true that the dilatation of 
the external os is, in some measure, an 
indication of the state of the supravaginal 
region. Pressure cannot be directly applied 
to dilate the vaginal cervix, except in the 
degree that dilatation of the upper cervix 
allows descent of the presenting part. 

On the other hand, this dilatation of the 
external os may be misleading. In the 
primipara it is an everyday clinical 
phenomenon that the head does not reach 
the perineum until some time after the 
margins of the external os are no longer 
palpable vaginally. Here the supravaginal 
cervix has still further to dilate before allow- 
ing the passage of the maximum diameters 
of the presenting part. Calkins (1944) 
says: ‘‘ frequently there is no descent when 
the cervix is seemingly (fully) dilated. As 
soon as the cervix is completely effaced the 
head frequently almost falls down through 
the pelvis to the perineum.”’ 
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In the multipara, where the parametria 
have previously been well stretched and 
thinned, the internal os may reach almost 
full dilatation, when the diameter of the 
external os is only 4 or 5 cm. Cases are often 
seen where the foetal head drops suddenly 
from the brim to the pelvic floor, the ex- 
ternal os then reaching full dilatation so 
rapidly as to be quite embarrassing. This 
may, at times, of course, be associated with 
late rupture of the membranes, but is also 
seen where this has already occurred at an 
earlier stage. 

A number of clinical case records will 
now be brought forward, to support the 
preceding argument. 


CLINICAL RECORDS. 


These cases were observed in Saint 
Mary’s Hospitals, Manchester, in the later 
months of 1947, and the earlier part of 


1948. 


CasE1. This was a patient who, after 2 precipi- 
tate labours, developed the condition shown in 
Fig. 4. There was a gross degree of cervical hyper- 
trophy and oedema, superficially resembling severe 
procidentia, in association with a full-time 
pregnancy. The cervix lay largely outside the 
vulva; the external os and cervical canal were so 
patulous that 3 fingers could very easily be intro- 
duced 4 inches upwards to a point at which a closed 
internal os was found. This was at the level of the 
ischial spines, and immediately above it was the 
presenting foetal head. 

In the subsequent labour, as the internal os 
relaxed, the head descended to the level of the 
outlet of the vulva and was born rapidly, after 
incision of the vaginal cervix outside the vulva. 

This case illustrates how the closed internal os, 
without any aid from the vaginal cervix and 
external os, restrains the descent of the presenting 
part. 


Case 2. In this patient, obstructed labour had 


occurred owing to a transverse lie; the child’s elbow 
was driven down into the vagina. On vaginal 
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examination, it was found that the external os was 
8 cm, dilated, and a tight contraction ring was 
present 6 cm. above the external os, gripping the 
upper arm and forearm of the foetus (Fig. 5). This 
ring lay behind the symphysis pubis, and it seems 
that it must have occurred at the level of the 
internal os, thus illustrating the sphincteric 
potential of that region. 


CasE 3. This patient was a 4-gravida at term, 
with an unfortunate obstetric history. The 
presentation was a footling breech and the cord 
prolapsed when the external os was a little less than 
three-quarters dilated. The operator’s hand was 
introduced 6 or 7 cm. above the external os during 
replacement of the cord with gauze packing. The 
tone of the cervix in this region was felt to vary 
and, as anaesthesia deepened, to relax. At the same 
time, pulsation in the cord deteriorated seriously, 
and the possibility of immediate delivery had to 
be considered. 

With the relaxed state of the supravaginal cervix 
in mind, it was decided to disregard the partial 
dilatation of the external os, and to proceed to 
breech extraction, This could, of course, have been 
abandoned if undue difficulty was experienced. In 
fact, delivery was successful without undue force, 
the cervix was not torn, and a child weighing 7 
pounds 8 ounces was delivered alive. 


CasE 4. The patient was a 2-gravida, aged 31 
years, with a footling breech presentation. The 
cord prolapsed when rupture of the membranes 
occurred with the external os half dilated. The 
operator’s hand was placed within the supravaginal 
cervix in the process of replacing the cord with 
gauze. This area was felt, at the beginning of the 
packing operation, as an encircling band of tonic 
muscular tissue. It was observed that this ring 
began to relax and open out as anaesthesia 
deepened. The pulsation in the cord became slow 
and weak. Bearing in mind the multiparity of the 
patient, it was estimated that the amount of room 
in the pelvis provided by the relaxation of the 
supravaginal cervix was adequate for delivery. It 
was considered that the only maternal structure 
endangered was the vaginal cervix, still only half 
dilated. Breech extraction was carried out, and 
a 7 pounds 4 ounces boy was delivered without 
undue difficulty or force. The vaginal cervix was 





torn deeply on the left with a smaller tear on the 
right side. Neither tear extended to the vaginal 
vault, and both were carefully sutured and healed 
soundly. 


Both this and the preceding case 
exemplify the predominant importance of 
the supravaginal region, as an index to the 
practicability of immediate vaginal de- 
livery. 


Case 5. This patient was a 5-gravida, and was 
in labour on admission. The vertex was present- 
ing in the right occipitoposterior position, with the 
cervix soft, thin, and three-quarters dilated. The 
head was low, entering the plane of the outlet, with 
a loop of cord pulsating feebly and lying in front of 
it. An easy delivery was effected after manual 
rotation and the application of forceps, without 
laceration of the birth canal; the child weighed 7 
pounds 3 ounces. 


CasE 6. A 2-gravida was admitted in labour, 
with a loop of cord visible at the vulva, showing 
weak and intermittent pulsation. The external 
cervical os was three-quarters dilated, soft and 
easily distensible. The head was presenting in the 
left occipitolateral position, with a hand and a loop 
of cord lying in front of it. The hand was replaced, 
and an easy manual rotation and forceps extraction 
of a living child was effected. The birth-weight 
was 7 pounds, 


Cases 5 and 6 illustrate how negligible the 
incompletely dilated vaginal cervix may 
be as an obstacle to delivery. Had extrac- 
tion been attempted while the supravaginal 
region was still undilated severe damage to 
mother and child would have been inevit- 
able. 

This may be, partly, the explanation 
of the disrepute into which incision of 
the vaginal cervix has fallen. Except in the 
unusual case, where a pathological vaginal 
cervix is a real barrier to delivery, incision 
of this structure can have no effect in safe- 
guarding the supravaginal region from 
laceration and trauma. 
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OBSTETRIC CAPACITY OF THE UNDILATED CERVIX 


In these 2 cases (5 and 6) it was con- 
sidered that the upper cervix was ade- 
quately dilated on the following grounds: 

1. The degree of descent of the present- 
ing part, as judged by its relationship to the 
ischial spines, was satisfactory. This 
obviously provides some indication as to 
whether the maximum diameters of the 
presenting part have passed through the 
region of the supravaginal cervix (Fig. 6). 
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Fic. 6. 


A. The foetal head is above the level of the 
ischial spines. The greatest diameter of the 
presenting part is not yet through the level of 
teflection of the vaginal vault. The external os is 
4 centimetres dilated. 


B. The vertex is below the level of the ischial 
spines. The greatest diameter of the presenting part 
has passed through the level of reflection of the 
vaginal fornices. The external os remains 4 centi- 
metres dilated. 
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2. In some cases the presenting part, 
instead of passing through the internal os, 
may reach a low station in the pelvis, carry- 
ing the incompletely dilated supravaginal 
cervix ahead of it. Itis therefore necessary 
to measure the level of reflection of the 
vaginal fornices on the presenting part. 
This plane gives some indication of the 


lower limit of the supravaginal cervix 
(Fig. 6). 


CONCLUSIONS. 


Where urgent indications for delivery are 
present, and the external os and vaginal 
cervix are palpable vaginally, the practica- 
bility of safe vaginal delivery is governed 
by the state of the supravaginal region. 
This part of the cervix may be considered 
fully dilated when the maximum diameters 
of the foetal head can pass or have passed 
through it. It is possible to obtain infor- 
mation of the dilatation of this region in 3 
ways: 

1. By estimating the descent of the 
presenting part with reference to the ischial 
spines; it must be at or below this level. 

2. By finding the level of reflection of 
the vaginal fornices relative to the maxi- 
mum diameter of the foetal head. 

3. The hand may be _ introduced 
through the external os, and direct palpa- 
tion of the supravaginal region, and of its 
relationship to the diameters of the present- 
ing part, may be carried out. 

The state of the external os and of the 
vaginal cervix is only of subsidiary im- 
portance, since in normal labour it forms 
a relatively unimportant obstacle to de- 
livery. Such resistance as it does present 
can be safely overcome by incision, 
provided that it has been established that 
the dilatation of the supravaginal region is 
adequate. 

It is believed that the method described 
will enable a decision to be reached on the 
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possibility of safe vaginal delivery, where 
this is urgently required before the vaginal 
cervix has reached full dilatation. Owing 
to the resistance of the parametrial tissues, 
the alternative of Caesarean section will be 
more frequently necessary in the primi- 
para, and the preceding considerations 
apply more particularly to the multiparous 
patient. 


SUMMARY. 


The cervix has been shown to be a pre- 
dominantly fibrous structure. In its upper 
part, at the internal histological os, there 
is a sharply demarcated zone, where the 
tissues become predominantly smooth 
muscle. This anatomical structure is 
correlated with the behaviour of the cervix 
during labour. The vaginal cervix has 
normally little part in restraining precipi- 
tate progress of the presenting part. The 
muscular zone in the supravaginal cervix 
acts as a sphincter which physiologically 
controls the speed of advance of the 
presenting part. The indications for 
immediate delivery being present, it is 
the state of this region which must be 
the criterion of ‘‘ deliverability.”’ The 
degree of dilatation of the external os 
may be gravely misleading when used as 
an indication of the practicability of 
immediate vaginal delivery. 

Clinical records are given to illustrate 
how these facts may be applied to the 
problem of urgent vaginal delivery when 
the cervix is still palpable on vaginal 
examination. They show that safe and 


atraumatic delivery may be accomplished, 
provided that it has been established that 
the supravaginal region is adequately 
dilated. 

This paper is emphatically not a plea for 
a return to the methods of accouchement 
forcé. In all the cases described a careful 
assessment had been made and immediate 
delivery carried out, only after it had been 
judged that the need for excessive force and 
the infliction of severe trauma had been 
excluded. Had such force been required, 
delivery would have been postponed. 


I wish to thank Dr. C. Scott Russell, 
Assistant Director, for his helpful and con- 
structive criticism, and the Honorary Staff 
of St. Mary’s Hospitals, Manchester, for the 
opportunities provided in the care of their 
cases. I should also like to thank Miss 
Josephine Barnes for her assistance and 
advice. 
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RUPTURED PYOMETRA AS A SURGICAL EMERGENCY 


BY 


W. J.C. Crisp, M.B., F.R.C.S., 
Resident Surgical Officer, 


AND 


A. CLaINn, M.B., 
House Surgeon, Miller General Hospital, London. 


AN unusual cause of ‘‘ acute abdomen ’’ is 
described here, and the relevant literature 
reviewed. 


CasE History. 

A rather frail, old woman, aged 72, was admitted 
to the Miller General Hospital on 8th August, 1948, 
compaining of acute abdominal pain for one day. 
Her story was that for the previous 3 months she 
had been experiencing attacks of hypogastric pain 
which lasted 2 to 3 days at a time and was worse 
after meals. She had attributed this to ‘“‘ indi- 
gestion ’’’ and it had been eased by medicine. 

Early in the morning on the day of admission she 
had been wakened by central abdominal pain and 
had vomited twice. Her bowels had been opened 
during the day, there were no urinary symptoms 
and she stated that she was quite well otherwise. 

In 1943 the patient had had a Fothergill repair 
of genital prolapse, followed by an uneventful 
convalescence. Since, however, she had suffered 
from a vaginal discharge. She had previously 
borne 3 children normally. 

The patient was in obvious abdominal pain. Her 
tongue was dry but clean, the mucous membranes 
were rather pale. The blood-pressure was 110/60. 
There was slight distension and generalized rigidity 
of the anterior abdominal wall with tenderness all 
over. Bowel sounds were heard only above the 
umbilicus. No masses were felt in the abdomen. 

On rectal examination extreme tenderness was 
present in the pouch of Douglas. A few faeces were 
present but there was no ballooning of the rectum. 


No mass was felt in the pelvis. Vaginal examina- 
tion revealed that the cervix had been amputated 
and that an offensive yellow discharge was present. 
Nothing abnormal was detected by a straight radio- 
graph of the abdomen. 

The tentative diagnosis was perforation of a car- 
cinomatous viscus. 

Laparotomy was performed about 1o hours after 
the onset of the illness, after an intravenous saline 
drip had been started. The anaesthetic was spinal 
nupercaine (1 in 200) 1.8 ml., with 0.2 g. of thio- 
pentone sodium administered into the drip tubing 
during the course of the operation. 

On opening the peritoneum omentum was first 
encountered, masking the small bowel and entering 
the pelvis. A large quantity of thin greenish pus 
was present throughout the peritoneal cavity. No 
source of the pus could be discovered until the 
patient was tilted into Trendelenburg’s position 
and the pelvic organs brought into view, when a 
small perforation (about half a centimetre in dia- 
meter), was seen on the anterior surface of the 
uterus just below the fundus. 

At this stage the operation was halted for a few 
minutes as the patient was in poor condition. The 
drip was speeded up and ‘‘ Methedrine’’ adminis- 
tered. When the patient improved hysterectomy 
with bilateral salpingo-odphorectomy was per- 
formed. A midline suprapubic tube drain was in- 
serted down to the pouch of Douglas and the 
incision closed, sulphonamide-penicillin powder 
being insufflated into the muscle layers. 

A course of penicillin (50,000 units 4-hourly for a 
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week) was started immediately, and she was nursed 
in Fowler’s position for the first 3 days. 

Post-operative course. The haemoglobin was 52 
per cent (Haldane) and a pint of blood was trans- 
fused. Heroin was given to quiet extreme rest- 
lessness. The drainage tube was removed on the 3rd 
day. Some paralytic ileus was present so the 
stomach was kept drained by a Ryle’s tube for 24 
hours, when the condition improved and the imtra- 
venous drip could be discontinued. The pus at 
operation had been sterile but a culture on the 4th 
day grew Bacterium coli and Staphylococcus aureus. 
Retention of urine with overflow was treated by 
catheterization from the 6th to roth day when, 
despite poor healing of the wound, the patient was 
well enough to get out of bed. A piece of omen- 
tum protruded from the centre of the wound, but 
36 days after operation the patient was fit for dis- 
charge. A surgical belt was fitted. 

Pathological report. (Dr. W. Smith) The wall 
of the uterus is thin and seems to have been 
markedly distended. Section shows complete 
absence of endometrial tissue, which has been re- 
placed by a pus and round cell response. Hyper- 
aemia is also noted and these abnormalities extend 
into the muscular layers. The general appearances 
are those of pyometra with no evidence of malig- 
nancy. 


DISCUSSION. 


There seem to be very few references in 
the literature to rupture of the uterus other 
than that due to causes connected with 
pregnancy. Way and Simpson (1941) 
report a case in a woman aged 56 with an 
extensive carcinoma of the cervix uteri ex- 
tending into the upper third of the vagina. 
No treatment was attempted as the patient 
was admitted moribund. This must surely 
be a not uncommon termination of carci- 
noma of the cervix with pyometra. Sir 
Alexander Simpson (1880) recorded a 
similar case in his ‘‘ Contributions to 


Obstetrics and Gynaecology.”’ 

The only case we have been able to trace 
in any way similar to the one reported here 
is that of Carriére (1938). A woman aged 
64 was admitted with generalized peritonitis 
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and no operative treatment was attempted 
because of her poor general condition, 
Necropsy revealed a perforated pyometra 
due to senile stenosis of the cervix. 

The gynaecological textbooks make little 
mention of rupture of the uterus. Eden and 
Lockyer (1935) state that there is a danger 
of infection spreading along the Fallopian 
tubes to the peritoneum in pyometra and 
mention a case in which a peritonitic 
abscess had to be opened after drainage of 
a pyometra. They also indicate that 
pyrexia and abdominal distension in cases 
of carcinoma of the cervix mean that peri- 
tonitis has set in due to direct spread of pus 
from a pyometra. 


Curtis (1933) discusses the causes of 
pyometra fairly fully. Many cases are due 
to carcinoma of the cervix or body of the 
uterus, but the majority are due to simple 
stricture which may be a result of senile 
atresia, radium therapy, cauterisation, 
operative procedures involving amputa- 
tion of the cervix, or secondary to lacera- 
tions or inflammatory reactions of the 
cervix (including primary chancre and 
tubercle). Rarely, fibroids may obstruct 
the cervical canal. 

The case presented here would seem to 
be due to operative interference with the 
cervix in the course of a plastic vaginal 
repair with senile atresia as an alternative 
orcontributory cause. In spite of a number 
of complications and the advanced age of 
the patient, she recovered after generalized 
peritonitis which must be attributed, 
partly, to her own powers of resistance (as 
shown by the original sterile culture of 
peritoneal pus) and partly to modern 
methods of postoperative care. 


We wish to thank Mr. T. Meyrick 
Thomas, F.R.C.S., Surgeon, Miller 
General Hospital, for permission to pub- 
lish this case. 
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E. A. I. FEyER, M.D. 
Medical Officer in Charge of Sacred Heart Hospital, Abeokuta, Nigeria, 


AND 


G. H. Henry, M.B., 
Medical Officer, Colonial Medical Service, Nigeria. 


ON the evening of 7th November, 1948, an 
African woman of the Yoruba tribe with 
her recently born male child was admitted 
to the Sacred Heart Hospital, Abeokuta, 
Nigeria. The woman was aged about 32 
years, and had an enlarged abdomen. 

Twenty-four days previous to admission 
the woman had delivered the child, which 
accompanied her, in her own home without 
any difficulty. According to her reckon- 
ing the pregnancy was full-time. 

Her abdomen remained large and, as it 
had not gone down after 3 weeks and as 
she had been feeling movements, she 
decided she should come to hospital to find 
out the reason why the second child did not 
appear. 

She was a 6-para and had no children 
living. All her pregnancies had gone to 
term and all her children had been born 
alive without any complications, but had 
died from 1 to 12 months after birth. 


Examination—8th Novembér, 1948. 

The abdomen was uniformly enlarged to 
within about 1 inch of the subcostal margin, 
with a secondary bulge extending from the 


“Originally communicated to the Section of 
Obstetrics of the Royal Irish Academy of Medicine 
on 21st January, 1949. 
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pubes to the umbilicus. On palpation the 
breech and limbs of a foetus could be felt in 
the upper part of the abdomen, and a soft 
smooth mass in the lower half. Foetal 
heart sounds could not be detected. 

On vaginal examination the patent os of 
the uterus could be felt high up in the pelvis 
and the examining finger passed in to the 
empty uterine cavity. A foetal head was 
palpable behind the vagina. 

The diagnosis of an extra-uterine preg- 
nancy was obvious and the sub-involuted 
uterus confirmed the history of a recent 
normal delivery. 

It was decided to operate without delay. 


Operation—8th November, 1948. 
An extensive midline incision, circun- 
venting the umbilicus on the left side, 
extending from 3 inches above the 
umbilicus to 1 inch above the symphysis 
pubis was made. 
On opening the peritoneal cavity the 
omentum, in which greatly dilated blood: 
vessels were present, was found to pass 
behind the fundus and‘*to be attached to | 
the back of the uterus. The omentum was | 
divided between ligatures close to the E 
uterus. The proximal portion of the | 
omentum was reflected upwards and thesa¢ | 
containing the foetus was exposed. 
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Fic. 2. 


The twins, 3 weeks after operation. 
Left, female, extra-uterine. Right, male, intra-uterine. 








The sac was gently propelled forwards 
into the abdominal wound, incised, and a 
female child, which immediately gave a 
hearty yell, was delivered. The cord was 
divided between clip forceps. 

The placenta was attached to the back 
of the uterus (see Fig. 1), floor of the pelvis 
and rectum, and received a supplementary 
blood supply from the vessels of the 
omentum. 

The placenta stripped easily off the 
rectum and floor of the pelvis, but when the 
portion attached to the uterus was 
approached the haemorrhage was so con- 
siderable as to necessitate removal of the 
uterus. 

The uterine arteries were ligated by 2 
double stitches and a subtotal hysterec- 
tomy, with the placenta attached, was per- 
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formed without much difficulty. Bleeding 
points which could be picked up were 
ligated and oozing from the raw surface was 
controlled by hot saline packs. The abdo- 
men was closed without drainage. 


Sub-mammary saline, in all 2 pints, was 
given during the operation and penicillin 
was given as a prophylactic against sepsis 
for 3 days after operation. The abdominal 
wound healed by first intention and the 
woman made an uneventful recovery and 
was quite well when last seen by the writer 
on 3rd December, 1948. 


The second baby was completely normal ; 
both babies were discharged from hospital 
in perfect health when the little girl was 6 
weeks old, but the sad news of their death 
has since been announced. 








UNILATERAL ACUTE HYDRAMNIOS IN UNIOVULAR TWIN 


PREGNANCY 


BY 


FREDERICK A. WURZBACH, JR., M.D., 


AND 


IRVING A. BUNKIN, M.D., 


From the Obstetncal and Gynaecological Service of the Morrisania 
City Hospital, New York. 


One of the very rare obstetrical conditions 
is acute hydramnios. Ina review of 14,000 
pregnancies by Burstal (1910), there were 
133 instances of chronic hydramnios and 
none of acute hydramnios. Chambrelent, 
in 1914, reviewed the literature on cases of 
acute hydramnios and found only 50 cases 
reported. 

It has been stated that acute hydramnios 
is invariably associated with uniovular or 
monochorial twin pregnancy (Cals, 1944; 
Carrell, 1927; Chambrelent, 1914; Farran- 
ridge, 1924; Garcia, 1932; Manfrini, 1909; 
Matera, 1932). Among the reported cases 
there have been no binovular twins. There 
is no record of this condition occurring in a 
pregnancy with a single foetus. Several 
instances have been reported in cases of 
homologous triplets (Randall, 1924). 
Apparently, then, uniovular multiple preg- 
nancy exerts some specific influence which 
is responsible for this pathological con- 
dition. 

Acute hydramnios occurs early in preg- 
nancy, making its appearance during the 
4th, 5th, or 6th month. Typically, the 
patient is a multipara who gives a history 
of sudden and rapid enlargement of the 
abdomen over a short period of 2-4 weeks, 
and she presents herself with an extremely 


distended abdomen, usually much larger 
than that of a term pregnancy. She is in 
acute distress, complaining of severe 
abdominal pain, and she may be dyspnoeic 
and orthopneic. The markedly distended 
uterus contains twin identical foetuses, 
there is a single placenta, 2 amniotic sacs 
and one chorionic sac. One of the amniotic 
sacs is distended with a large quantity of 
fluid (as much as 7 gallons have been 
reported), and the other contains a small 
quantity of fluid. Usually one of the twins 
is larger than the other and the larger twin 
is always in the overdistended sac. The 
foetuses show no malformation. 

Like many other acute intra-abdominal 
conditions, the diagnosis of acute hydram- 
nios must be thought of in order that it be 
made. The other pathological states which 
one must bear in mind are twisted ovarial 
cyst, ascites, and hydatidiform mole. 

Having established the diagnosis, al 
preparations should be made for termina- 
tion of the pregnancy. The patient should 
first be adequately seddted and prepara 
tion made for the treatment of shock. The 
first amniotic sac should be punctured and, 
if it is the polyhydramniotic one, the fluid 
be allowed to escape slowly. It is wise 1 


have an infusion running at this time and} 


242 














ger 
3; in 
rere 
reiC 
ded 
Ses, 
acs 
otic 
r of 
een 
nall 
vins 
wil 


The 


inal 
am- 
t be 
nich 
rian 


all 
ina- 
yuld 
ara- 
The 
und, 
Juid 
e 0 


and | 








plasma or blood should be available. One 
sac is oligohydramniotic. Because of the 
marked overdistension of the uterus, post- 
partum haemorrhage is always a potential 
complication. 

The prognosis for the foetuses is always 
grave. They invariably die shortly after 
birth. 

During the past 7 years we have treated 
2 cases of acute hydramnios associated 
with monochorial twin pregnancy. In each 
case the diagnosis was known before any 
operative interference was instituted. One 
of the patients was at first thought to have 
an acute cholecystitis complicating preg- 
nancy. 


SUMMARY OF CASES. 

CasE 1. A 2-gravida, aged 22 years, was admitted 
on gth February, 1942, complaining of severe 
abdominal cramps and slight vaginal bleeding. 
Her last menstrual period was 25th July, 1941. 
Expected date of confinement 2nd May, 1942. 

Past medical and surgical histories were negative. 
She had a spontaneous delivery of a male child 7 
months previous to present hospital admission. 

The patient stated that she became pregnant 
about 2 months after her last pregnancy and the 
abdomen enlarged to the usual size of a 5 months’ 
pregnancy. During the previous month, the 
abdomen rapidly grew to its present size and she 
became markedly dyspnoeic and _ orthopnoeic. 
Abdominal pain and cramps were of about 12 
hours’ duration. Examination revealed a thin 
woman, writhing in agony; the skin cold and 
clammy; pulse 120; blood-pressure 130/78. There 
was slight vaginal bleeding. The abdomen was 
markedly enlarged to a size much greater than 
term gestation, and was exquisitely tender. No 
foetal parts could be palpated. Foetal heart tones 
were not heard. A flat film of the abdomen re- 
vealed the bony parts of two small foetuses low in 
the pelvis. Vaginal examination revealed a com- 


pletely effaced cervix which was about 4 fingers 
dilated and there was a bulging sac. An infusion 
of 5 per cent glucose in saline was started and the 
Patient’s blood was typed and cross-matched. The 
sac was punctured and a small living foetus, weigh- 
ing 1 pound 8 ounces was expelled with the fluid. 
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The second sac was then ruptured and about 2 
gallons of clear amniotic fluid escaped. Another 
female foetus also weighing 1 pound 8 ounces was 
spontaneously expelled as a breech. A single large 
placenta with one chorionic sac and two amniotic 
sacs was expressed without any difficulty. The 
uterus contracted down firmly. The patient’s 
immediate postpartum condition was good. She 
was no longer dyspnoeic or orthopnoeic. She had 
an uncomplicated puerperium and was discharged 
on her 8th day. Both foetuses expired within 
about 30 minutes. 


Case 2. A 3-gravida, aged 32, was admitted on 
12th January, 1946, complaining of right upper quad- 
rant pain of several days’ duration, nausea and 
vomiting. Her last menstrual period was 12th July, 
1945. Expected date of confinement 18th April, 
1946. The tentative diagnosis on admission was 
acute cholecystitis. It was learned after admission 
to the hospital that there had been very rapid 
enlargement of the abdomen to the size of a term 
gestation during the past 4 weeks. 

Examination revealed an acutely ill woman. 
There was some rigidity and tenderness in the 
upper right quadrant of the abdomen. After several 
days of observation at the hospital most of these 
symptoms had subsided. X-ray of the abdomen 
revealed 2 foetuses. Vaginal examination revealed 
a completely effaced cervix which was already 
partially dilated. Membranes were bulging. The 
sac was ruptured and a female foetus weighing 
2 pounds 6 ounces was delivered with low Elliott 
forceps. Several ounces of amniotic fluid escaped 
at this time. The second sac was ruptured and a 
female foetus weighing 2 pounds was delivered as a 
breech. Over 7 quarts of amniotic fluid escaped 
from this sac. A _ single large placenta was 
expressed. There were 2 cords, a single chorionic 
sac and 2 amniotic sacs. Both foetuses died shortly 
after delivery. The mother was discharged from 
the hospital on her 1oth postpartum day. Upper 
abdominal signs and symptoms disappeared com- 
pletely after delivery. 


The aetiology of rapid and excessive 
accumulation of amniotic fluid in one of the 
sacs of a twin pregnancy is not known.:One 
of the interesting explanations is that which 
was propounded by Schatz in 1882. 
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In uniovular twin pregnancy there is a 
common large placenta with 2 cords. Each 
of the foetuses has a separate placental cir- 
culation, i.e., the arteriovenous anasto- 
moses are separate. According to Schatz, 
several of the cotyledons are common to 
both the foetuses. In these cotyledons the 
arteries of one foetus anastomose with the 
venules of the other, and vice versa. He 
refers to this intrafoetal arteriovenous 
anastomosis as the “‘ third placental circu- 
lation.’’ Thus the circulating blood of both 
twins is identical. 


Where an acute hydramnios appears, 
Schatz speculates that the arterial vessels 
on one side probably have greater access to 
the venules of the other in the area of the 
‘‘ third placental circulation.’’ This may be 
due to the larger size of the arterioles on this 
side. The one twin whose umbilical arteries 
have greater arterial access to the other side 
thus enables the other twin to receive a dis- 
proportionate share of the total circulating 
blood in the placenta and foetuses. The 
receptor twin is thus receiving a blood trans- 
fusion from the other. The increased blood 
volume in the receptor twin becomes 
associated with increased cardiac output, 
hypertrophy of the heart, increased velocity 
of blood flow, enlargement of the kidneys, 
and concomitant increase in urinary out- 
put. The greater output of foetal urine by 
this foetus is thus responsible for the tre- 
mendous accumulation of fluid in the 
amniotic sac. The donor foetus with the 
concomitantly diminished blood volume is, 
as a rule, smaller, the heart and kidneys 
are smaller, and there is the usual oligo- 
hydramniotic sac associated with it. 


Another extreme is that one foetus may 
die early in pregnancy and the other may 
continue to grow. The dead foetus if not 
separately expelled may come to lie 
between the amniotic sac of the living twin 
and the uterine wall. 


It may then be re- 
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tained there as a foetus compressus or papy- 
raceous. 

That some form of anastomosis existed 
between the circulation of twins was recog- 
nized in the old clinical observation that if 
the cord of the first twin were not tied before 
the second was born, the second might die 
im utero. 

Actually, as has been shown by Spanner 
(1936) in a very elaborate study, the 
arteries connect with veins in the placenta 
by way of relatively large vascular spaces 
and without the interposition of arterioles 
orcapillaries. Several hundred arteries 
with a terminal diameter averaging 0.15 
mm. empty directly into an intervillous 
space. It was demonstrated (Bachsich and 
Smout, 1938) that the arteries emptying into 
the intervillous space are dilated for a short 
distance proximal to the point of emptying. 
This is of interest because it has been shown 
that there is arterial dilatation proximal to 
an a‘teriovenous leak (Burwell, 1938). A 
true arteriovenous fistula is thus present in 
the placenta. Blood escapes from the inter- 
villous space, according to Spanner, by 
flowing into the marginal sinus through 
relatively wide openings. 

Along with Schatz’s idea, then, it may 
be that in the region of the ‘‘ third placental 
circulation,’’ the typical arteriovenous 
shunt, as seen elsewhere in the placenta, 
exists. Where acute hydramnios supet- 
venes, however, it may be that one of the 
foetuses (the smaller one) contributes many 
more or larger-sized arteries. In other 
words, more fluid passes through the 
arteriovenous fistula which operates in the 
direction between smaller to larger foetus. 

Schatz’s concept of ansanomaly of the 
‘third placental circulation ’’ then stil 
stands as a possible explanation of the 
pathophysiology of this rare phenomenon 
in twin pregnancies. It had previously 
been suggested that this anomaly might be 
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due to asymmetry of the circulatory 
arrangement because of faulty insertion of 
one of the cords, i.e., one cord inserted at 
the centre of the placenta and another at the 
periphery. The central cord in these in- 
stances would control the greatest part of 
the placental blood. These instances, how- 
ever, could explain only a few of the cases 
of acute hydramnios. 

Obviously we are assuming that most of 
the fluid in these cases of acute hydramnios 
isrenal in origin (Acosta-Sison, 1936). The 
amniotic fluid undoubtedly has other 
origins. It is believed that the fluid is a 
transudate from the blood serum and that 
as pregnancy advances it is increasingly 
admixed with foetal urine. The addition of 
foetal urine to the amniotic fluid must be an 
actuality because the metanephros is known 
to secrete in small amounts as early as the 
gth week of human embryonic life. During 
the 4th month, in human foetuses, a clear 
urine fills the bladder, and urea has been 
detected in human amniotic fluid as early 
as the roth week of gestation. In the early 
months of pregnancy the amniotic fluid 
may be isotonic with the blood, but as preg- 
nancy advances the hypotonicity of the 
amniotic fluid increases probably because 
of the addition of hypotonic urine. In 
brief, however, the sources of amniotic 
fluid are normally multiple and foetal urine 
undoubtedly contributes a large share to its 
volume. In the cases of acute hydramnios 
the kidneys undoubtedly contribute the 
gteatest portion of the rapid fluid-increase. 


SUMMARY. 
(1) Acute hydramnios is a rare obstet- 
tical anomaly and has been reported only 
in uniovular twin or triplet pregnancies. 
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(2) Acute hydramnios is not to be con- 
fused with severe degrees of chronic 
hydramnios or rapid accumulations of 
amniotic fluid where chronic hydramnios 
already existed. 

(3) The clinical picture of acute hydram- 
nios is presented. 

(4) Schatz’s theory of the ‘third 
placental circulation’’ is reviewed and 
Spanner’s observations on the placental 
circulation are noted. 

(5) The existence of an arterio-venous 
fistula in the placenta is recognized and an 
attempt to explain a donor-receptor 
arrangement between’ twin _ identical 
foetuses. 

(6) In acute hydramnios the greatest 
portion of amniotic fluid is renal in origin. 

(7) Two cases of acute hydramnios in 
uniovular or monochorial twin pregnancy 
are presented. 
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FIBROADENOMA OF THE CERVIX WITH ADENOMYOSIS 


OF THE UTERINE BODY 
BY 
J. Preston Maxwet., M.D., F.R.C.S., F.R.C.O.G., Gynaecologist, 
AND 


J. P. S. WuiteHEAD, M.R.C.S., L.R.C.P., Pathologist, 
White Lodge Hospital, Newmarket. 


THE patient, a woman aged 33 years, 
unmarried, and a mental defective, was 
admitted to the White Lodge Hospital, 
Newmarket, on 2nd December, 1947. Her 
doctor, Dr. W. R. Barrington, supplied the 
following history: 

She was admitted to a ‘‘Home’’ on 
8th May, 1946. She ceased to menstruate 
from October 1946 to January 1947. Her 
menstruation then came on again, lasting 
on an average about 1o days and being 
excessive in amount. The interval was 
irregular, and in March and July there were 
two periods each month. From September 
to December the periods were regular 
once a month, but excessive. There had 
been little in the way of vaginal discharge. 

The vagina was filled with a growth, 
grape-like in appearance, springing from 
the vaginal cervix all round the os ex- 
ternum. The vaginal wall itself was free 
from the growth. The whole mass dis- 
tended the vagina and was approximately 
the size of a small tangerine orange. It cut 
with a punch like a malignant growth, but 
sections showed no malignancy. A portion 
of the growth the size of a walnut was then 
removed for further section (Fig. 1). 

Sections were sent to Dr. A. M. Barrett 
of Cambridge, and his report was as 
follows : 

Microscopic: ‘‘ Fragments of tissue from 
the cervix of the uterus. The fragments 
consist largely of connective tissue, but near 


the surface there are glands lined by normal 
columnar celled epithelium. The connec- 
tive tissue stroma is infiltrated with lympho- 
cytes, plasma cells, and occasionally poly- 
morphonuclear leucocytes, but except for 
this evidence of chronic cervicitis, I see no 
definite abnormality.’’ 

A panhysterectomy was done, there was 
no sign of invasion of the broad ligaments 
and a cuff of vaginal wall was removed with 
the uterus. 

She made a rapid recovery, has since 
remained well, and a vaginal examination 
by Dr. W. R. Barrington shows no recur- 
rence. There is no sign of metastasis and 
the patient is in good health. 


Further slides were sent to Dr. H.C. } 


Lucey of Haymeads Hospital, Bishops 
Stortford, and he reports as follows: 

‘‘ Those from the body of the uterus show 
some uterine glands deep in the muscle 
tissue suggestive of adenomyosis. Those 
from the cervix show a polypoid growth. 
In neither case do I see evidence of malig- 
nancy.’’ . 

Professor James Young kindly examined 
the sections and had others prepared. He 
is of opinion that there is adenomyosis of 
the uterine body and that the cervical 
growth is a fibroadenoma (Fig. 2). 








Our thanks are due to Mr. J. Slater for) 
the photograph of the opened uterus. 
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Fic. 1. 
Fibroadenoma of the cervix. 


J.P.M. & J.P.S.W. 











Fic. 2. 
Fibroadenoma of cervix. 
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THE SIGNIFICANCE OF CLOSTRIDIUM WELCHII IN THE 


CERVICAL SWAB AND BLOOD-STREAM IN POSTPARTUM 
AND POSTABORTUM SEPSIS 


BY 


A. MELVIN Ramsay, M.A., M.D. 
Assistant Senior Physician, North-Western Hospital, London. 


THE value of routine anaerobic cultures of 
blood and cervical swab in postpartum and 
postabortum sepsis, instituted in the 
London County Council Puerperal Sepsis 
Unit in 1936, has been fully substantiated 
by the information gained as to the role of 
certain anaerobic organisms in the pro- 
duction of sepsis. Specimens are incubated 
within a short time of their being taken both 
aerobically and on blood agar anaerobic- 
ally, and in meat broth. 

The anaerobic organisms most commonly 
encountered in cervical culture and in the 
blood have been Clostridium welchu and 
anaerobic streptococci. Cl. welchi has been 
associated particularly with postabortum 
cases; because of the frequency of mixed 
cultures in this form of sepsis it is difficult 
to give exact figures as to its incidence but, 
telative to the anaerobic streptococcus, it 
appears in approximately the ratio of 3:2. 
On the other hand, in postpartum cases, 
Cl. welchii is rarely encountered, anaerobic 
streptococci accounting for 88 per cent of 
all anaerobic infections in this group. 

The gas-producing anaerobes have 
always been feared because of their associa- 
tion with gas gangrene infection of war 
wounds, so that their occurrence in the 
genital tract that has been lacerated by full- 
time delivery or instrumental interference 
may well cause alarm to the uninitiated. Of 
the association of Cl. welchii with puerperal 
sepsis, the following general findings may 
first be stated. Firstly, the organism is 


found much more often in the genital tract 
and blood of postabortum that of postpar- 
tum women. In the decade 1937-1946 Cl. 
welchii was isolated on cervical culture 
from 190 (19.7 per cent) of 965 patients with 
postabortum sepsis compared with 23 (1.5 
per cent) of 1,513 patients with postpartum 
sepsis. A possible explanation of this dif- 
ference is the greater opportunity for the 
introduction of bowel-derived organisms 
into the vagina, either by the woman herself 
or by the unskilled attendant when abortion 
is procured. The modern, careful perineal 
toilet for term delivery undoubtedly mini- 
mizes the chance of such contamination. 
Secondly, the finding of Cl. welchii in the 
genital canal more often than not has no 
clinical significance and should not be re- 
garded as an indication for immediate, 
heroic treatment in the absence of clinical 
evidence of infection. The third point is 
the frequent presence of the organism in 
the blood stream without clinical symptoms 
of septicaemia; in other words, a state of 
bacteriaemia. 

Patients from whom Cl. welchit has been 
isolated have been divided into the follow- 
ing 5 groups according to the severity and 
nature of the infection: 

(1) Local uterine sepsis, with of without 
infection of the lower genital tract. 
(2) Pelvic cellulitis and peritonitis. 
(3) Generalized peritonitis. 
(4) Blood-stream infections : 
(a) bacteriaemia, 
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(b) septicaemia, with or without 
generalized peritonitis. 
(5) Acute gas gangrene of the uterus. 


LocaL UTERINE SEPSIS. 


Localized infections in which Cl. welchii 
is isolated from the genital tract, alone or 
in association with other organisms, show 
no distinctive clinical picture. In the 
present series there were 190 postabortum 
cases and 23 postpartum cases. 

Postabortum cases. Of the 190 patients 
with postabortum sepsis 130 had mild 
infective states in which Cl. welchiu was little 
more than a saprophyte. In recent years 
most patients have been given a sulphona- 
mide on admission, but in 47 of the series 
chemotherapy was not given and their 
progress was similar to the treated patients. 
Pyrexia subsided for the most part within 
48 hours; in no cases did it exceed 6 days. 
In 18 women removal of retained products 
was carried out under general anaesthesia 
but these behaved no differently from the 
others. It was particularly noticeable that 
when the organism had been isolated at the 
hospital to which the patient was first 
admitted it was always treated as a grave 
emergency and antitoxin administered in 
large doses irrespective of the clinical state. 
It is clear that Cl. welchiu in the role of 
harmless saprophyte has not received 
general recognition. In our experience, in 
the absence of clinical signs of infection, 
it is of no more significance than Bacterium 
coli, with which it is commonly associated. 
When signs of infection are present the 
uterus is often tender but sometimes it is 
thickened and not tender; the lochia is 
constantly offensive, but this is not patho- 
gnomonic of Cl. welch infections except 
in the rare cases where it is accompanied 
by bubbles of gas. There is sometimes mild 
icterus even when the blood culture is 
negative: this may be accompanied by a 
high white blood-cell count and some 
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degree of haemolysis and is presumably due 
to the action of the haemotoxin. 
Postpartum cases. Of the 23 cases of 
sepsis only I was complicated and this— 
general peritonitis, following an emergency 
Caesarean section for placenta praevia, 
proving fatal in 7 days—was probably as 
much the result of infection with anaerobic 
streptococci as with Cl. welchu. Of the 
other cases 2 had pelvic inflammation but 
otherwise there was no spread of infection 
beyond the genital tract. Five cases 
followed normal deliveries with no apparent 
predisposing factor, although one had been 
attended by an unskilled person. Of the 
remainder, instrumental delivery with 
severe perineal lacerations and manual re- 
moval of placenta, for postpartum haemor- 
rhage comprised the main predisposing 
factors to sepsis. In this postpartum series 
the organism was obtained in pure culture 
in only I case. It occurred in combination 
with Bact. coli in 8, with non-sporing 
anaerobes in 6, with Bact. coli and anae- 
robic streptococci in 2, and with other 
aerobes, notably non-haemolytic strepto- 
cocci and Staphylococcus albus, in 6. 


PELVIC INFECTIONS. 


There were 29 patients with varying 
degrees of pelvic inflammation, consisting 
for the most part of a localized peritonitis. 
Acute haemolytic anaemia requiring blood 
transfusion occurred in 3 patients. There 
were 2 fatal issues. One death resulted 
from uraemia which could have _ been 
caused by the action of Cl..welchii haemo- 
lysin but there was no haemoglobinuria 
and no jaundice and the finding at necropsy 
of renal cortical necrosis suggested the 
action of an unknown chemical aborti- 
facient. The other patient who died had 
haemoglobinuria followed by temporary 
anuria and had been given Cl. welchi 
antitoxin before being referred to the Unit. 
On admission the organism was still present 
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CLOSTRIDIUM WELCHII IN THE CERVICAL SWAB 


on cervical culture but not in the blood; the 
woman lived for a further 14 days and died 
as a result of paralytic ileus complicating 
pelvic peritonitis. 


GENERALIZED PERITONITIS. 


There were 3 patients with acute, 
generalized peritonitis in which Cl. welchu 
with Bact. coli and non-sporing anaerobes 
were isolated on cervical culture but in 
whom blood-cultures were negative. Death 
occurred 4, 16 and 19g days following 
abortion. In one, with acutely fulminant 
infection, there was intense jaundice and 
intractable vomiting; little treatment could 
be given as death took place within 24 hours 
of admission; Cl. welchii was grown from 
the fluid in the peritoneal cavity post- 
mortem. The second patient received 
sulphapyridine 37.5 g. intravenously and 
24 g. by mouth together with 667,000 units 
of anti-gas-gangrene serum. There was 
acute haemolysis necessitating blood trans- 
fusion. For the third patient a course 
of 35 g. sulphapyridine and 26 g. sulph- 
anilamide proved unavailing but, in the 
absence of haemolysis and other typical 
signs, it is doubtful if Cl. welchi played a 
major part. 

One of the most constant and striking 
features of generalized peritonitis following 
Cl. Welchii infection is the absence of any 
marked degree of fever, indeed few of the 
patients are notifiable according to the strict 
terms of the accepted definition of puer- 
peral pyrexia. This may be explained by 
the action of Cl. welchii haemotoxin on the 
peripheral circulation and it is almost 
certainly analogous to the similar pheno- 
Menon which is characteristic of severe 
diphtheria and infections with other organ- 
Isms which produce a powerful exotoxin. 
In the absence of pyrexia as a criterion of 
Progress of infection the pulse-rate becomes 
Increasingly important. This was well 
illustrated by a recent case in which the 
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temperature never exceeded 99.4°F. The 
patient’s condition was critical for 10 days 
after admission; although the advance of 
peritonitis was checked by large doses of 
penicillin, paralytic ileus developed. This 
was successfully combatted by 6 days’ treat- 
ment with continuous gastric suction and 
intravenous fluid-therapy and progress was 
at once reflected in the pulse chart, whereas 
the temperature remained low as it had 
been from the onset. The chart is repro- 
duced in Fig. r. A similar condition is 
shown in the patient whose chart is repro- 
duced in Fig. 4. 


BLOOD-STREAM INFECTIONS. 


Clostridium welchii was isolated on 28 
occasions from the blood and these cases 
deserve special consideration if only for the 
extreme variability of the associated 
symptoms. The most surprising thing is the 
frequency with which the organism appears 
in the blood-stream without clinical dis- 
turbance. These are to be classified as 
cases of bacteriaemia in which the organ- 
isms are presumably present in small 
numbers in the blood* and are obviously 
quickly destroyed; the question of low 
toxigenicity must also be considered 
(Butler 1943). 

Bacteriaemia. Of 28 patients with blood- 
stream infection, 17 showed no clinical 
evidence of systematic infection; of these 
13 had localized uterine sepsis, yet in all 
but I it was of a mild type. In 11 cases 
pyrexia subsided in 2 to 4 days but lasted 
6 and 28 days in the remaining 2. In the 
patient with continued fever there was 
persistent septic endometritis which re- 
sponded eventually to daily intrauterine 
glycerin; there was no jaundice, haemo- 
globinuria or peritonitis. Cl. welch was 





*It has not been possible to do quantitative 
counts of anaerobic bacteria as is done routinely 
with aerobic organisms. 
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WITH PARALYTIC ILEUS 
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grown on one occasion from the blood; 
further blood-cultures were sterile. The 
remaining 4 women in this group had vary- 
ing degrees of pelvic peritonitis; pyrexia 
lasted 4, 6, 13, and 26 days. White blood- 
cell counts were rather higher than in the 
uncomplicated patients. In 9g of these 
treatment was on routine lines, retained 
products being removed surgically in 4. 
Six cases were given courses of sulphanila- 
mide ranging from 22 to 60 g. One hada 
course of sulphapyridine 28 g., and the 
most gravely ill patient had sulphapyridine 
477 g. together with Cl. welchit antitoxin. 

Septicaemia, In acute Cl. welchii septi- 





caemia, described so well by Hill (1936), 4 
highly characteristic syndrome presents 
itself. The infection is of rapid onset with 
peripheral circulatory failure, acute 
haemolysis with resultant jaundice and 
haemoglobinuria, often puerpuric haemot- 
rhages and frequently terminating with 
renal failure due to pigment-nephrosis. Also 
there may on occasion be excruciating 
skeletal muscular pain which Hill states is 
due to the action of Cl. welchii myotoxin. 
In the present series there were 7 cases 
classifiable as septicaemia. Five of these 
occurred in the pre-penicillin period and 
there were 4 deaths; both patients who 
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received penicillin recovered. Of the 7 
patients the first presented features of both 
non-sporing and sporing anaerobic blood 
infection and both types of organism were 
grown on blood culture. The occurrence of 
jaundice suggested the action of Cl. welchit 
toxin while the clinical course was rather 
that of an anaerobic streptococcal septi- 
caemia; the white blood-cell count did not 
exceed 23,250, the course ran for 4 weeks, 
and the occurrence of pulmonary infarc- 
tions was typical of a non-sporing anaerobic 
blood-infection. 

The second patient showed the classical 
picture of Cl. welchu septicaemia. Sudden 
onset of abdominal pain occurred 24 hours 
after a self-procured abortion with the aid 
of a knitting needle. On admission to hos- 
pital there was acute toxaemia with low- 
tension, rapid pulse, jaundice which 
quickly deepened to a mahogany hue and 
port-wine coloured urine. On admission 
the blood count showed red cells 3,335,000; 
Hb. 58 per cent; white cells 43,050. She 
was given 100,000 units of Cl. welchii anti- 
toxin daily and died within 4 days of the 
onset of the infection. The chart is repro- 
duced in Fig. 2. 

The third patient followed a similar 
course, anuria and the resultant uraemia 
being a prominent feature of the case. She 
was admitted to hospital within a few 
hours of abortion with marked toxaemia, 
jaundice and puerpuric haemorrhages. 
There was pelvic peritonitis and consider- 
able abdominal distension. Blood culture 
was positive on admission and again next 
day: thereafter there were 3 negative 
cultures. The urinary output was scanty 
from admission and complete anuria super- 
vened. The blood count on admission 
showed red cells 3,600,000; Hb. 65 per 
cent; white cells 33,000. The blood urea 
Tose to 168 mg. per cent before death 
which took place within 7 days of abortion. 
Sulphapyridine 19 g. in 3 days and one dose 
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ACUTE CL. WELCHIL SEPTICAEMIA 
(Post ABORTUM), 
Fic. 2. 


of 66,000 units Cl. welchu antitoxin was 
the only treatment given. The chart is 
reproduced in Fig. 3. 

The fourth patient showed the same 
picture of intense jaundice rapidly deepen- 
ing to a mahogany hue with haemoglo- 
binuria. In addition she had the rare 
feature of generalized skeletal pain to which 
Hall referred. There was extensive pelvic 
peritonitis with intermittent vomiting’ and 
oliguria but not complete anuria. Death 
occurred after 9 days. 
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The 3 patients with pure Cl. welchu 
septicaemia all had characteristically high 
white blood-cell counts viz. 43,050, 43,900, 
and 33,000 perc.mm. The polymorphonu- 
clear percentage was 88, 85 and 96 per cent 












































respectively. All 3 patients showed 
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evidence of renal damage at necropsy, 
Macroscopically, the kidneys were 
markedly congested in all 3 and a number 
of tiny renal infarcts were present in 1. 
The histological picture showed _ that 
haemorrhage had occurred into some of the 
tubules and numerous recent blood-casts 
were present; the tubular epithelium was 
necrotic in many places. 

Of the 3 patients who recovered, the one 
in the pre-penicillin period presented the 
features of acute haemolysis with jaundice 
and a leucocytosis of 34,500; she had no 
peritonitis. After a stormy passage for 9 
days, she recovered; 100,000 units of Ci. 
welchu antitoxin were given daily. The 
second patient had 4 positive blood-cultures 
and gave a heavy growth of Cl. welchii on 
cervical culture; there was considerable 
pelvic peritonitis and she had slight icterus 
and oliguria. There was no haemolysis and 
leucocytosis did not exceed 18,000. The 
third patient also had 4 positive blood- 
cultures; there was no haemolysis and 
leucocytosis reached 32,000. Progress was 
slow as the woman developed bilateral 
pleural effusions; these were probably em- 
bolic in origin ; the pleural fluid was sterile. 
Neither of the last 2 patients conform to the 
picture of acute Cl. welchii septicaema 
although this may have been considerably 
modified by combined sulphonamide and 
penicillin therapy. The occurrence of four 
positive blood cultures compels us to include 
them in the septicaemic group but it is just 
as likely that these derive from intermittent 
bacteriaemia from a local focus of infec- 
tion. 

Unclassified. As is usual with “‘ classi- 
fied’’ infections there remain 4 doubtful 
cases which presented some of the features 
of acute Cl. welchii septicaemia but not the 
fully developed picture. Bacteriologically 
they would be classified as ‘‘ bacteriaemia ”’ 
but this distinction should only be made 
finally on clinical grounds. 
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In the first patient there was peripheral 
circulatory failure, the systolic blood-pres- 
sure remaining in the region of 65 to70 mm. 
of Hg for the first week before slowly rising ; 
there was no jaundice, haemolysis or 
peritonitis. Low-grade pyrexia persisted 
for 24 days. A heavy growth of Cl. 
welchii was obtained on two occasions 
from cervical culture but only on admission 
from the blood. She was treated with 
antitoxin and sulphapyridine 36.5 g. over 
aperiod of 7days. The second patient was 
jaundiced and had skeletal muscle pain, 
both conditions persisting fora week. The 
white blood-cell count was atypical in not 
rising above 16,000 nor was there acute 
haemolysis; the icteric index, however, 
was 30 units. Pyrexia persisted for 24 days, 
presumably because of pelvic peritonitis. 
She was given sulphanilamide 36 g. and 
sulphathiazole 17 g. Neither of these 
patients suggested a septicaemia but the 
occurrence of peripheral circulatory failure 
in the one and jaundice in the other indi- 
cates the action of C/. welchit haemotoxin, 
and in the last case the myotoxin was also 
active. 

The other 2 doubtful cases presented a 
picture of peritonitis, in the one generalized 
and in the other localized. The first 
patient was admitted with an inevitable 
abortion of 22 weeks’ duration. Blood- 
culture before abortion was _ positive 
for Cl. welchit; no further positive blood- 
cultures were obtained. The foetus was 
delivered after 24 hours but the placenta 
remained in situ. The mother’s general 
condition rapidly deteriorated; the pulse 
was thin and rapid, the abdomen tumid, 
tense and tender; there was paralytic 
ileus, relieved intermittently by intra- 
venous prostigmine. The white blood-cell 
count was 36,800 on admission and rose to 
85,000 6 days later, indicating the severity 
of the infection. Laparotomy was found 
to be imperative 4 days after admission ; the 


uterus reached to the umbilicus and was 
gangrenous; a cigarette-drain was inserted 
but no hope of recovery was entertained. 
Nevertheless, abdominal distension abated 
after 3 days; the wound gaped and there 
was foul discharge. After the abortion the 
woman was given sulphathiazole 13 g. 
followed by sulphanilamide 31 g. and a 
course of 1,300,000 units of penicillin. 
Following the penicillin the patient began 
to improve and was discharged from hos- 
pital after 52 days. The chart is repro- 
duced in Fig. 4. 


The second patient was admitted to hos- 
pital shortly following a 16 weeks’ mis- 
carriage; she was very toxic. Cl. welchii 
was isolated from the blood the day after 
admission but two subsequent blood- 
cultures were sterile. There was pelvic 
peritonitis; the sclerotics were jaundiced 
but this did not deepen rapidly as in the 
more acute cases and disappeared com- 
pletely after 10 days. The white blood-cell 
count rose from 24,000 to 49,000 in the first 
2 days; 4 days later it had risen to 56,000. 
The haemoglobin fell to 30 per cent in 6 
days and 2 pints of blood were given; the 
haemolytic processes was perhaps a little 
less rapid than in the cases of acute septic- 
aemia. A course of sulphanilamide 30 g. 
in the first 4 days was followed by 1,015,000 
units of penicillin over a period of 7 days. 
The latter appeared to check the general 
infection and recovery followed, the patient 
being discharged from hospital after 60 
days. The chart is reproduced in Fig. 5. 


The course of the illness was undoubtedly 
modified by penicillin in both patients; 
indeed it is hardly conceivable that the first 
could have recovered without it and the 
second had shown no response to sulphona- 
mide when penicillin was given. It would 
seem that the action of the toxin on both the 
red and the white cells may occur with only 
localized infection and does not require the 
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proliferation of the organism in the blood- 
stream. 


ACUTE GAS GANGRENE OF THE UTERUS. 


This condition is fortunately rare. In the 
only recent example of this type the patient 
died within 24 hours of a procured abortion 
and within 5 hours of admission to hospital. 
Cervical culture gave a growth of Cl. welchi 
but no other investigation was carried out. 
Postmortem examination revealed that the 
blood in the liver was full of gas. The 
abdominal cavity contained about a pint 
of blood-stained fluid and the uterus was 
enlarged to the size of a grapefruit; its walls 
were full of gas. It contained placental 
tissue and blood clot which were grossly in- 
fected. The kidneys were so congested as 
to be almost black in colour and were 
markedly granular. 


THE VALUE OF THE WHITE BLOOD-CELL 
Count. 


Analysis of the white blood-cell count 
in 125 patients with uncomplicated genital- 
tract infection with Cl. welchii would seem 
to indicate that the organism tends to pro- 
duce a higher leucocyte-count than in those 
cases in which the infection is due to other 
organisms, 


Table I shows the results of blood-counts 
in 125 patients with local uterine infection 
with Cl. welch contrasted with 125 
patients with other types of infection 
occurring over the same period. 


This analysis shows that of the Ci. 
welchii series 49 (39.2 per cent) had counts 
over 15,000 but in the series of other organ- 
ismal infections the number over 15,000 
was only 27 (21.6 per cent). 
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TABLE I. 
White blood-cells O-5 5-10 10-15 15-20 20-25 
(in thousands) 
Per Per Per Per Per 
cent cent cent cent cent 
Cl. welchit I (0.8) 32 (25.6) 43 (34.4) 31 (24.8) 12 (9.6) 
Other organisms 5 (4.0) 52 (41.6) 41 (32.8) 16 (12.8) 7 (5.6) 
White blood-cells 25-30 30-35 35-40 40-45 45-50 
(in thousands) 
Per Per Per Per 
cent cent cent cent 
Cl. welchii t (0.8) 4 (3-2) I (0.8) — 
Other organisms r (0.8) I (0.8) rt (0.8) I (0.8) 








Patients with pelvic infections showed 
slightly higher counts than the uncompli- 
cated cases but it is clearly only when there 
isgeneralized toxaemia from spreading 
peritonitis and/or septicaemia that a steep 
rise in the white-cell count occurs; it is a 
constant feature in such cases and is well 
demonstrated in the patients whose charts 


are shown in Figs. 4 and 5. Comparison 
with the white-cell counts of acute staphy- 
lococcal or streptococcal infections indi- 
cates that this high leucocyte-count is par- 
ticularly characteristic of Cl. welchii and 
its presence can be used as a useful diag- 
nostic point, while serial white-cell counts 
are valuable in all acute Cl. welchi 
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infections as an indication of progress and 
response to treatment. 


TREATMENT OF Cl. welchit INFECTIONS. 


Hospital care of cases of abortion has 
for many years presented a great problem 
and a large number of cases have passed 
through the unit in which there was no 
clinical evidence of infection although Cl. 
welchu, Bact. col and anaerobic strepto- 
cocci have been isolated from the cervical 
swab. The criticism may be allowed that, 
as most patients have sulphonamide 
therapy, this may cut short the develop- 
ment of a spreading infection ; on the other 
hand, there have been sufficient cases 
where no sulphonamides have been used to 
disprove it. 

The treatment of patients with invasive 
infections, that is peritonitis and/or septi- 
caemia, may be considered under three 
headings : 

(1) Those treated with antitoxin alone. 

Although patients with acute Cl. welchi 
septicaemia occasionally recovered in the 
pre-sulphonamide era the use of antitoxin 
alone was consistently disappointing. In 
very acute infections, however, it may still 
be used to combat initial toxaemia but, 
naturally, in conjunction with penicillin. 
There is no need to administer antitoxin in 
the ordinary case of Cl. welchiu infection 
or simply because the bacteriologist has 
reported its finding, as is so often done. 

(2) Those treated with sulphonamide 
alone. It is very probable that the early 
spread of Cl. welchi infection has been 
checked by prompt administration of sul- 
phonamides although Butler (1943) main- 
tains that claims for successful treatment 
are not valid unless the toxigenicity of the 
organisms has been ascertained. Never- 
that the course of the disease would have 
assessed on clinical grounds. Sulphona- 
mide-therapy appeared to modify the 
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course of even virulent infections as in the 
following cases : 


Patient aged 30 years; aborted on 21st June, 
1940. Admitted to hospital the same day. (l., 
welchii was isolated from cervix and blood. The 
uterus was bulky; there was rapidly spreading 
peritonitis; the abdomen was tender and distended, 
From 23rd June she was given sulphapyridine, 
intramuscularly at first and later by mouth, in 
doses of 6 g. daily for 6 days. This effectively 
arrested the spread of peritonitis; the drug was 
stopped on oth July after 77 g. had been given. 
Pyrexia persisted for a further 7 days but recovery 
was thereafter uneventful. 

Patient aged 20 years, admitted to the Unit on 
17th July, 1941, 2 days after a self-induced 
abortion. She was toxic and the pulse-rate varied 
from 100 to 130. There was foul vaginal discharge 
and localized peritonitis. Cl. welchii was grown 
from both the cervix and blood, but further blood- 
cultures on 22nd July and 6th August were sterile. 
Retained products of conception were removed 
under general anaesthesia and the patient was 
given a course of sulphapyridine 38 g. between 17th 
and 22nd July. Pyrexia subsided after 48 hours 
but the pulse remained rapid and did not settle. 
For 8 days the patient was apyrexial; nevertheless, 
during this time the, white blood-cell count rose 
from 14,950 on the 18th to 18,350 on 25th and 28,000 
on 28th July. There was then a recurrence of 
pyrexia for 13 days. Blood transfusions were given 
to correct haemolytic anaemia and there was 
gradual improvement, further recovery being 
uneventful. 


Sulphapyridine was clearly effective in 
the first case and long-continued massive 
therapy was fully justified. In the second 
case a small course of ‘sulphapyridine 
checked the initial spread of infection and 
there was some general improvement. A 
steady rise in the white-cell count and the 
occurrence of haemolysis showed that the 
action of the C/. welchi toxin was not com- 
pletely controlled and there was recrudes- 
cence of activity. As on other similar cases 
of this period we formed a strong impression 
theless, this may be fairly accurately 











been more severe had sulphonamides not 
been administered. 

(3) Those treated with penicillin alone or 
with combined sulphonamide and penicil- 
lin. The advent of penicillin therapy has 
brought within the bounds of possibility 
the cure of even the most acute Cl. welchu 
infection provided always that treatment is 
promptly instituted. Penicillin played a 
major part in the recovery of the patient 
illustrated in Fig. 4. Recovery might have 
occurred without penicillin in the patient 
whose chart is shown in Fig. 5 but 
improvement dated from its administra- 
tion after failure to respond to sulphona- 
mide therapy. Subsequent experience 
with even more severe infections has con- 
vinced us that rapid saturation of the tissues 
isimperative. A patient seen at a London 
County Council general hospital had 
typical acute Cl. welchii generalized peri- 
tonitis and septicaemia; she was comatose 
and one could have held out little hope of 
recovery; nevertheless, following the ad- 
ministration of 500,000 units of penicillin 
every 2 hours for 6 days she made a very 
good recovery; it is hardly likely she would 
have done so on smaller dosage. 

There is no maximal dose of penicillin; 
whatever amount is required to control the 
particular infection in the shortest time is 
clearly the optimal dosage. We have come 
to regard 500,000 units 3-hourly as a suit- 
able scheme with which to treat all acute 
spreading infections. This dose should be 
maintained until clinical improvement is 
fully established; the time-interval may 
then be lengthened from 3 to 6 hours and 
later to 8 hours but the amount of penicillin 
given remains the same. Therapy should 
not be discontinued until all signs of general 
infection and toxaemia have completely 
abated; we have found the white-cell count 
a valuable index of this. 

While it is clear that pure C/. welchii in- 
fection responds to penicillin, the organism 
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is also sulphonamide-sensitive. Moreover, 
the great majority of postpartum infections 
are mixed. It has been our practice there- 
fore to combine sulphonamide and peni- 
cillin in some cases; this can be given 
conveniently in the form of Soluthiazole 
intravenously or intramuscularly when the 
patient is too ill to take the drug by mouth. 


DISCUSSION. 


Although a considerable literature relat- 
ing to the characteristics of severe Cl. 
welchu infection of the uterus and blood- 
stream has accumulated, little has been said 
about the occurrence of the organism as a 
saprophyte or in connexion with mild 
infective states. A survey of the work in 
the London County Council Puerperal 
Sepsis Unit over the decade 1937-1946 
indicates that the large majority of Cl. 
welchu infections are mild. 

Review of the literature shows that the 
greatest danger from introduction of Cl. 
welchu into the vagina occurs in those cases 
in which the foetus dies im utero and is re- 
tained some hours; here is the perfect 
medium in which the organism may grow, 
and grow so profusely that the infection 
spreads. To a lesser extent the same con- 
ditions are provided by muscle devitalized 
as a result of gross maternal trauma. 
Wrigley (1930)) thought that the presence 
of a dead foetus was an essential predispos- 
ing factor. Hill (1936) and Toombs (1932) 
showed, however, that maternal deaths 
occurred even with a living child. We are 
able to show a small series of postpartum 
cases only one of which was severe. The 
main predisposing factor was laceration 
following instrumental delivery; intra- 
uterine manipulation for removal of adher- 
ent placenta also figured as a frequent 
factor. Cl. welchi infection is known to 
be rare in postpartum cases but few writers 
indicate the marked diversity of incidence 
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between postpartum and postabortum in- 
fections which the present series reveals. 

Muscular trauma following instrumenta- 
tion is probably the decisive factor in 
causing the combined peritonitis and 
septicaemia which so commonly follows 
postabortum infection. Accurate histories 
of cases of criminal abortion are almost 
impossible to obtain. Admission of self- 
procured abortion, either with soap and 
water syringing or by the introduction of 
slippery elm bark, is sometimes elicited but 
it is seldom that a patient willingly yields 
information that is likely to incriminate 
another person. 

The possibility of wide variations in the 
toxigenicity of infecting strains must also 
be considered. Butler (1943) has shown 
that there is bacteriological evidence of 
such variation. She stated that the strains 
which cause severe generalized infections 
were heavily capsulated, resistant to 
phagocytosis, produced « toxin and a fatal 
infection in guinea pigs when washed 
cultures were used. These conditions did 
not obtain in patients who, although in- 
fected with Cl. welchii, had no symptoms of 
severe infection. Tests for toxigenicity 
were not carried out in the present series. 

A rise in the white blood-cell count pro- 
vides a fairly accurate index of the degree 
of infection and serial daily counts are use- 
ful as a prognostic index in severely-ill 
patients; a steady rise in the count is to be 
observed as the infection is spreading and 
a rapid fall occurs after control is estab- 
lished. A patient with peritonitis showing 
such leucocytosis together with low-grade 
pyrexia or even subnormal temperature is 
highly suggestive of C/. welchi infection. 


CONCLUSIONS. 
1. A survey of postpartum and post- 
abortum infection over a period of 10 years 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 





has shown that Cl. welchi is the most 
commonly encountered anaerobic organism 
in postabortum cases. It is comparatively 
rare in postpartum cases. 


2. In both postpartum and postabortum 
infections there is wide variation in clinical 
severity of the infection. In many patients 
Cl. welchu is an incidental finding; in 
a large group it is saprophytic or is associ- 
ated with mild infections; in others it is 
rapidly invasive and causes combined peri- 
tonitis and septicaemia. It frequently 
occurs in the blood without clinical signs of 
septicaemia. The true septicaemia presents 
as a highly characteristic syndrome, rapid 
onset with deepening jaundice, peripheral 
circulatory failure and often renal failure 
consequent upon haemoglobinuria. Very 
rarely the organism gives rise to acute 
fulminating gas gangrene of the uterus 
which ends fatally in a few hours. 

3. While this wide variation in severity 
may be related to variations in the toxi- 
genicity of the invading strain, local con- 
ditions in the shape of devitalized tissue 
form a suitable medium in which the 
organism readily grows and these undoubt- 
edly have a great bearing on the severity 
of the lesion. 


I would like to thank Mr. James Wyatt 
and Dr. R. Cruickshank for their most 
helpful advice and criticism in the prepara- | 
tion of this paper. 
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A ROTATING DISC CALCULATOR 


BY 


A. M. THomson, B.Sc., M.B., Ch.B. 
Department of Midwifery, University of Aberdeen. 


In analyzing case records it is frequently 
necessary to determine accurately when, 
during pregnancy, a given event occurred. 
Arithmetical calculation is laborious, and 
the rule of thumb methods which serve in 
clinical practice are not precise enough for 
research purposes. The small disc calcu- 
lators provided by certain firms are tiring 
to the eyes and some versions are neither 
accurate nor adequate for all purposes. 

Mr. Andrew Insh has designed for me a 
disc which has been found to work very 
well. A copy of his drawing is shown. This 
can be copied by photography, enlarged 
toany size desired (about 8 inches diameter 
has been found adequate), and mounted on 
2concentric metal or plastic discs, so that 
the inner disc (which is cut out, and which 
shows weeks or days) revolves inside the 
outer rim showing dates. 

The main technical snag in preparing the 
calculator is that ordinary photographic 
paper distorts when dried after processing, 
s0 that the circles come out as slight ovals. 


This can be minimized by giving the paper 
a preliminary soaking and allowing it to dry 
without tension, before printing and pro- 
cessing. Entirely undistorted prints can 
be made by using printing material on a 
metal base. This material is no longer 
manufactured, but can still be obtained 
from certain firms dealing in Government 
surplus stores. Possibly direct printing on 
X-ray film would work well, but this has 
not been tried. X-ray film, from which the 
emulsion has been removed, forms an 
excellent transparent protective surface to 
the discs. 

In using the calculator, it has been found 
necessary to standardize the method of 
reading. We have found it best to read off 
the day or week in which a given event 
occurred, rather than to read to the nearest 
week. For example, if the date of the last 
menstrual period is given as 31st December, 
delivery on any date from the Ist to 7th 
October inclusive is taken as ‘‘ 40th week.”’ 
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TREATMENT OF SECONDARY AMENORRHOEA WITH LOW DOSAGE 


IRRADIATION OF OVARIES AND PITUITARY GLAND 


BY 


P. Lyon Prayrair, M.B., B.Ch., F.R.C.S., M.R.C.O.G. 
Bulawayo, S. Rhodesia, 


AND 


ALAN BootH, M.B., B.S., D.M.R.E., 
Royal Hospital, Wolverhampton 


THE purpose of this paper is to report a 
series of 21 cases of secondary amenorrhoea 
treated with low dosage irradiation of the 
ovaries and pituitary gland, carried out at 
the Royal Hospital, Wolverhampton, and 
the Guest Hospital, Dudley. 

This type of treatment has been used 
fairly extensively in America, and, to 
a lesser degree, in this country, for many 
types of functional menstrual disorders, 
but we have confined ourselves, in this 
series, tosecondary amenorrhoea, and have 
not included any cases of oligomenorrhoea 
and menopausal menorrhagia, in both of 
which irradiation with low dosage has 
proved of value. 

Our definition of secondary amenorrhoea 
is one in whom a period has occurred, but 
in whom there has been at least 4 months 
of amenorrhoea. In the majority of the 
cases the duration of amenorrhoea was a 
great deal longer than 4 months, as will be 
seen from the tables. 

In 1915 Van de Velde employed X-rays 
in stimulating menstrual function, and as 
early as 1922 Hofbauer treated uterine 
bleeding by irradiation of the pituitary 
gland. 

Since then a number of reports have 
been published about the value of irradia- 
tion of the pituitary gland and ovaries, in 
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restoring the normal menstrual cycle, with 
varying degrees of success. 

Table I summarizes some of these reports, 
and in this table we have confined ourselves 
to reports dealing with stimulation of both 
the pituitary and the ovaries, and we have 
grouped all cases who were labelled as 
improved, among failures. This table is 
not a complete list of all published reports, 
but should be enough to indicate the value 
of this form of treatment in functional 
amenorrhoea. 


SAFETY OF THE PROCEDURE. 


Irradiation of the pituitary gland, evenin } 


massive doses, and far in excess of the doses 


described in this paper, does not seem to | 
In the treatment f 
of pituitary adenomata, after massive doses | 


have a deleterious effect. 


of irradiation, there seems to be no demon- 
strable cytological change. Crooke (1944) 
states that he examined the cytological 


appearance of the anterior pituitary gland f 
in a number of cases treated with X-rays 


for inoperable brain tumour, usually with 
about 1,600 r doses direct to the brain 


base, but that he never Saw any changes 


attributable to the treatment. Moreover, 
Crooke (1944) has shown that in one case 
of acromegaly with diabetes mellitus 
treated with X-ray, the insulin require- 
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Taste I. 
Cures for 1 

Reporter Duration of Ages of year or more No. of 

and year amenorrhoea patients (per cent) patients treated 
Kaplan, 1938 1 month to 14 years Ig to 45 67 117 
Tamis, 1936 3 to 36 months 17 to 36 60 25 
Rongy, 1924 — — 37 17 
Mazer and 3 to 36 months 20 to 35 66 58 
Goldstein, 1932 
Porchownik and —_—— 16 to 39 31 73 
Wittenberg, 1936 
Mazer and I to 6 years 18 to 36 55 74 
Spitz, 1935 
Mazer and 1 to 13 years 18 to 36 59 106 
Baer, 1939 
Mazer and 1 to 6 years 17 to 39 65 92 
Greenberg, 1943 
Playfair and 4 to 96 months 17 to 31 66.6 21 
Booth (present 
series) 





ments remained unchanged although she 
had had 25,400 r doses. It seems there is 
little danger in irradiation of the pituitary 
in the small doses used in an attempt 
to rectify menstrual periodicity. There 
has, however, been criticism as to the 
danger of exposing the ovaries to X-rays. 
Frank (1931) and others, have reported 
that the temporary amenorrhoea following 
relatively small doses of X-ray, has de- 
veloped into permanent amenorrhoea in 
some cases. 

Mazer and Spitz (1935), on the other 
hand, report that the normal rhythm of the 
menstrual cycle was not altered in II 
patients who were given low dosage irradi- 
ation, and in a further publication, Mazer 
and Greenberg (1943) state that in 28 
regularly menstruating patients, the altera- 
tion was only temporary, and that none of 
them became amenorrhoeic, and there are 
other similar reports to be found in the 
literature. 

Wagner and Schoenhof (1926) adminis- 
F 


tered 5 per cent to ro per cent of a skin 
erythema dose of X-rays to one ovary in 38 
women several weeks prior to hyster- 
ectomy being performed for cancer of the 
uterus. The histological appearance 
showed no demonstrable evidence of 
degenerative changes in the irradiated 
ovaries. In fact there were more follicles 
of equal maturity in the irradiated ones. 

It does, therefore, seem safe to assume 
that low dosage X-rays have never been 
proved, on cytological grounds, to damage 
either the pituitary gland or the ovaries per- 
manently, provided that the X-rays are 
properly applied. 

It should, however, be explained that the 
variation between a harmful and a safe dose 
is probably small, and that anything other 
than small variations in dosage should be 
avoided. 

In the present series we did not have one 
case in which any harmful effect could be 
deduced clinically. Seventy-six per cent of 
the secondary amenorrhoeas were either 
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improved or a normal cycle was established, 
and the 24 per cent in which the treatment 
failed were no worse, as far as we were 
able to ascertain. Three patients became 
pregnant following irradiation, one had an 
ectopic gestation, another had a full-time 
delivery of a normal child, and the third 
is 14 weeks’ pregnant at the time of writing 
this article. 


TECHNIQUE. 


In all cases the same technique was 
used, and this followed closely that des- 
cribed by Kaplan (1940). 

In each case high voltage therapy was 
used, consisting of 200 kV. at 15 m.a. with 
a filtration of 1.5 mm. of copper and I mm. 
of aluminium. The focal skin distance for 
each field being 50 cm. 

The ovaries were treated by right and left 
anterior and posterior fields, using 15 x 15 
cm.’ applicators. 

The pituitary gland was treated by a 
central field on the forehead, aimed at the 
sella turcica, sized 6 x 8 cm.’ 

The dosage was measured on the skin 
and included backscatter. The spacing of 
the dosage was as follows: 


First day. Right and left anterior pelvic 
fields 75 r given to each field. Pituitary field 


Bat. 


Seventh day. Right and left posterior 
pelvic fields, 75 r each field. 


Fourteenth day. The same as the first 
day, i.e. right and left anterior pelvic fields 
75 t given to each field. Pituitary field 75 r. 

One patient out of the series complained 
of considerable nausea coming on after the 
last treatment which persisted for a week. 
No other patients complained of any ill- 
effects. 

Two patients started to menstruate 
between the second and third doses. 
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RESULTS. 

A case was considered to be successful 
if, within 6 weeks of irradiation, a men- 
strual cycle of from 21 to 40 days was 
established, with a loss lasting from 3 to 5 
days and occurring at fairly regular inter- 
vals. If the periodicity was more than 40 
days, but still was fairly regular, the case 
was considered as improved. If there was no 
alteration, it was considered to be a failure, 

As stated earlier in this article, our defini- 
tion of a case of secondary amenorrhoea 
is a woman who has menstruated once 
or more, and who has had at least 4 months’ 
amenorrhoea prior to irradiation. 

In this series there are 21 of these cases, 
in 14 of which, or 66.6 per cent, a normal 
periodicity was established following 
irradiation, and has continued up to date. 
In 2 or 9.5 per cent the periodicity was 
improved, and in 5 or 23.9 per cent there 
was no alteration and the treatment was 
considered to have failed. 

Table II gives the details of each of these 
cases. 

It will be seen that in 18 of the cases an 
examination under anaesthesia, consisting 
of a bimanual pelvic examination, the 
measurement, in inches, of the length of 
the cervical canal and the uterine cavity, 
and an attempted curettage was performed, 
a peritoneoscopic examination of the pelvic 
organs being done in 6 cases. 

The length of the cervical canal and 
uterine cavity was measured in an attempt 
to assess the degree of hypoplasia, as it was 
found too difficult to get accurate measure- 
ments of the cervix and uterine body 
independently, and so the two are counted 
together in the measurements in Table II. 

s 
SEXUAL ALTERATIONS. 

Six of the cases were married and all of 
them had had some degree of lack of sexual 
desire or frigidity. Five of these volunteered 
the information that sexual relations had 
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improved since irradiation, and one stated 
that the X-rays had had no effect. It must, 
however, be noted that, in those cases 
whose sex desire improved, the normal 
periodicity of the menstrual cycle had been 
produced, and it is quite possible that the 
improvement in sexual desire was associ- 
ated with this and the improved general 
health. 


SELECTION OF CASES. 

The selection of cases presents some 
difficulty, and from a small series it is 
possible to gather only an indication of the 
type of case in which low dosage irradia- 
tion is likely to be successful. 

Only patients who were clinically well 
were subjected to the treatment: any suffer- 
ing from hypo- or hyperthyroidism or 
pituitary adenomata or any general disease 
were excluded, as were all cases with any 
demonstrable disease of the pelvic organs. 
If there appeared to be doubt about the 
presence of a pregnancy, a biological test 
was carried out and no pregnant woman 
was treated. 

Patients under 16 or over 40 were not 
treated, as in the former the ovaries are 
presumably immature and more sensitive 
to X-ray, and in the latter, are naturally 
declining in function. 

In this series the ages varied between 17 
and 31, the average age being 21.4 years. 
Two were 17 years of age, four Ig, one 20, 
one 22, four 23, one 24, one 25, one 30, and 
one 31. 

The rate of improvement and success is 
encouraging but can scarcely be described 
as adequate, and it may be helpful further 
toanalyze these cases of secondary amenor- 
thoea in an attempt to obtain a better 
selection of cases suitable for this treat- 
ment. 


AGE. 
The age of the patient does not seem to 
have much bearing, as the five failures were 
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22, 21, 22, 19 and 30 respectively, while the 
improved cases were both aged 23 and the 
successful cases were aged 17, 18, 19, 20, 
22, 23, 24, 25 and 31. 

Table III shows the periodicity of the 
menstrual cycle before the onset of amenor- 
rhoea together with the results. It will be 
seen from this table that there were 6 cases 
in whom the periods occurred at from 6- to 
12-week intervals, 4 reacted well, 2 were 


TaBLe_ III. 
Periodicity 





Periodicity 
prior to onset 


of amenorrhoea Succesful Improved Failed 


6 to 12 weeks 





12 to 24 weeks 
24 to 48 weeks 
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Over 48 weeks 





improved, and none failed to react. There 
were 3 with a 12- to 24-week interval, 2 
were successful and one failed, 5 had a 24- 
to 48-week cycle, and 4 of them reacted 
favourably and one failed, while 7 had over 
48 weeks’ intervals between their menstrual 
losses, and of these 4 were successful and 
3 remained unaltered. 

From this it seems that the length of time 
between periods, prior to the onset of 
amenorrhoea, had only a minor bearing 
upon the selection of suitable cases, there 
being a tendency to better results when the 
intervals between the menstrual losses were 
smaller. 

Table IV shows the duration of amenor- 
rhoea before irradiation, and it will be 
seen that, in the 7 cases whose amenorrhoea 
had lasted between 4 and 9g months, a 
normal periodicity was produced in 6 cases 
and in one it was improved: 6 cases had 9 
to 12 months’ amenorrhoea, and of these 4 
were successful, 1 improved and 1 failed. 
One had 18 months’ amenorrhoea and 
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Duration of 
amenorrhoea prior 


to irradiation Failed 


Successful Improved 





4 to g months 
g to 12 months 
12 to 18 months 
18 to 24 months 
24 to 30 months 
60 months 

96 months 
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proved successful. Two had 18 to 24 
months’ amenorrhoea, one being success- 
ful and one failing, 3 had 24 to 30 
months’ amenorrhoea, 2 being successful 
and 1 being a failure, and the irradiation 
was unsuccessful in the one of 60 months’ 
and the one of 96 months’ duration of 
amenorrhoea. 

In a further analysis of the periodicity 
prior to the onset of amenorrhoea of the 
cases in whom it had not lasted more 
than 12 months, it will be noticed that 
not only had the periodicity been very 
irregular, but also that the menstrual 
flow had been scanty. In the 7 cases 
in whom amenorrhoea had lasted between 
4 and 9 months, and in whom the treat- 
ment had proved successful in 6 cases, 
with improvement in 1, the menstrual loss, 
prior to the onset of amenorrhoea, had 
lasted from 1 to 2 days at 8 to 16 weeks’ 
interval in r case, in one there had been a 
scanty loss of 3 days each 6 to 12 weeks, in 
one a 2-day loss at 12 to 20 weeks’ interval, 
in one a 4-to 5-day loss at 16 to 20 weeks’ 
interval, in one a 1-day loss at 7 weeks’ 
interval, in one a 2-day loss at 12 weeks’ 
interval, and one had only one loss lasting 
1 day, 6 months prior to irradiation. 

In those whose amenorrhoea had lasted 
from 9g to 12 months prior to irradiation and 
in whom the treatment had proved succes- 
ful in 4 cases, improved in 1 and failed in 
1, there had been a 1-day loss at 6 to 12 





weeks’ interval in I case, in one a 4- to 5- 
day loss at 16 to 20 weeks’ interval, in one 
a I- to 2-day loss at 24 to 40 weeks’ interval, 
in one a I-day loss at 24 to 48 weeks’ inter- 
val, in one a 10-day loss at 48 to 50 weeks’ 
intervals, and in one a I-day loss at 10 to 
20 weeks’ interval. 

From this the conclusion can be drawn 
that the shorter the duration of amenor- 
rhoea before irradiation, the greater like- 
lihood there is of success no matter what the 
periodicity prior to the onset of amenor- 
rhoea may have been. 


HYPoPLASIA. 


From Table II it will be seen that an 
examination under anaesthesia was carried 
out in 12 of the successful ones, and in all 
5 of the unsuccessful ones. In the success- 
ful cases the distance from the external os 
of the cervix to the fundus uteri was never 
less than 1} inches and varied between 1} 
and 2? inches. In the unsuccessful ones 
this distance was 24 inches in I case, and 
varied between 1 inch and r3 inches in the 
other 4. 

The endometrial curettings in all cases 
were scanty and hypoplastic, and usually 
it proved impossible to get sufficient to make 
adequate sections. 

In this small group of cases, therefore, 
it was found that the distance from the 
external os to the fundus uteri was of more 
value than curettings in estimating the 
suitability of a case for treatment, and that 
the more developed the uterine body and 
cervix, the more chance there was of suc- 
cess. 


PERITONEOSCOPY. 


Peritoneoscopic examination of the 
pelvic organs was performed in 5 of the 
successful cases and 2 of the unsuccessful 
ones. In one unsuccessful case there were 
no follicles to be seen in either ovary; both 
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TREATMENT OF SECONDARY AMENORRHOEA 


ovaries were present but appeared smaller 
than normal; there were no fimbriae in 
either Fallopian tube and the uterine body 
was about half normal size, but normal in 
shape and position. 

In the other unsuccessful case both 
ovaries were present but no follicles were 
seen; the tubes appeared normal, the 
uterine body was between half and three- 
quarters the normal size, the shape and 
position being good. 

In the 5 successful cases both Fallopian 
tubes and both ovaries were present; few 
follicles were to be seen in the ovaries, but 
their size appeared to be normal; the uterine 
bodies appeared normal in 4 cases and a 
little small in one; the position of the pelvic 
organs was normal in all of them. 

This bears out the suggestion that the 
more hypoplastic the genital tract the less 
likelihood there is of success with irradia- 
tion. 


OESTROGEN. 

In this series we were unable to analyze 
the urine and blood for oestrogenic sub- 
stances, but it appears from the literature 
(Mazer and Baer, 1939) that the absence 
of demonstrable oestrogen in blood and 
urine is a further indication of diminished 
chance of success, although about half to 
one quarter of the cases without demon- 
strable oestrogen seemed to react favour- 
ably. 


CONCLUSIONS. 

From an analysis of this small series it 
appears that the cases of secondary amenor- 
thoea in whom there is the greatest chance 
of success of producing a regular and 
normal periodicity with low dosage irradia- 
tion of the pituitary gland and ovaries, are 
those in whom the period of amenorrhoea, 
prior to irradiation, has not lasted more 
more than 30 months. 

The treatment proved successful in 76 
per cent of cases in whom amenorrhoea had 
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existed from 4 to 12 months. In those 
whose amenorrhoea had lasted from 12 to 
30 months, the success-rate was 66.6 per 
cent, which still makes the treatment worth 
trying, but after 30 months of amenor- 
rhoea the results were poorer and more 
problematical, and it would be necessary 
to analyze a larger series of such cases 
before it would be possible to evaluate the 
chances of success in cases of secondary 
amenorrhoea of relatively long standing. 

Furthermore, it appears that the rate of 
success depends upon the degree of develop- 
ment of the genital tract, and in this series 
the most successful were those in whom the 
length from the external os to the fundus 
uteri was at least 13 inches. This measure- 
ment was adopted in attempting to estimate 
the degree of hypoplasia in the uterine body 
and cervix, owing to the difficulty of 
obtaining sufficient curettings for an 
adequate biopsy. 

It is, however, possible that an intensive 
course of organotherapy before irradiation 
might improve the results in the hypoplastic 
type of case, provided they were young 
enough. 

The ages in this series varied between 17 
and 31, the average being 21.4 years, and 
it does not appear that, between these ages, 
the age plays much part in determining the 
chances of success. It is, however, not 
advisable to attempt this form of treatment 
for secondary amenorrhoea in those under 
16 or over 40 years of age. 

Sexual desire was improved in 5 out of 
6 cases, but, as has been pointed out, in the 
improved cases a normal periodicity had 
been established and this may well have 
had a bearing upon the improved sexual 
urge. 

It is essential that every woman should 
have a thorough clinical examination prior 
to irradiation, and no one treated in whom 
any Clinical disease can be demonstrated. 
Moreover, in view of the deleterious effect 
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of irradiation upon the foetus, all possibility 
of pregnancy must be excluded, if necessary 
by a biological test, and sexual relations 
prohibited during treatment. 


SUMMARY. 

1. Twenty-one cases of secondary 
amenorrhoea treated by small dosage 
irradiation of the pituitary gland and the 
ovaries are described. 

2. In 14, or 66.6 per cent a normal 
periodicity was produced, in 2, or 9.5 per 
cent, the periodicity was improved, in 5, 
or 23.9 per cent, the treatment failed. 

3. The technique used is described. 

4. The safety of the procedure is re- 
viewed. 

5. The selection of suitable cases is 
discussed. 
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A FALSE VAGINA FORMED BY COITUS 
BY 


G. P. CHARLEWooD, F.R.C.S., M.R.C.O.G., 


Senor Assistant Gynaecologist and Obstetrician, Baragwanath Hospital. 
From the Department of Obstetrics and Gynaecology, University of 
Witwatersrand. 


THE following case of a false vagina being 
formed by coitus seems to be the first to be 
described. 

Frank (1938) has shown that in cases of 
congenital absence of the vagina one may 
be made simply by applying pressure with 
suitable instruments. This being the case 
itmay be wondered why vaginae are not 
more frequently formed merely by coitus, 
as in the case described below: The reason 
is that any vaginal obstruction to inter- 
course tends to cause a_ psychological 
impotence in the male partner (Sein and 
Castro, 1940). In fact the remarkable 
feature of this case is really not the actual 
formation of the vagina, but the unusual 
perseverance on the part of the husband. 

This lends support to the advocates of the 
Frank non-surgical treatment of congenital 
absence of the vagina. 


The patient, a Bantu woman, aged 35 years, was 
admitted to hospital on 9th October, 1948, com- 
plaining of lower abdominal pain and swelling. 

Ten years previously she had been delivered of 
a large stillborn infant after being 4 days in 
labour. Subsequently she remained ill in bed for 
about a year. Intercourse then recommenced and 
took place regularly, but she felt that proper pene- 
tration did not occur. For 10 months prior to 
admission she noticed a lump in her abdomen which 
was painful. Menorrhagia had been present for 
3 months. 

The patient was anxious to have another child. 


On general examination the skin all over the 
body was seen to be covered with pigmented areas 
following an old healed skin disease. On gynaeco- 
logical examination the introitus was found to be 
stenosed, admitting only a probe. Between the 
fourchette and the anus was a depression 2 inches 
deep (see plate). The patient admitted that since 
her illness coitus had taken place at this site. 

A large nodular mass was palpable abdominally 
and rectally, and was diagnosed as a fibromyoma- 
tous uterus. This was confirmed at operation on 
14th October, when the Fallopian tubes were found 
to be occluded at their fimbrial ends. Myomectomy 
and salpingostomy were performed. The vagina 
was then dilated after radial incisions had been 
made. The vaginal vault was found to be relatively 
normal, although the left fornix had been 
obliterated. A large glass vaginal dilator was left 
in situ. 


The patient made a good recovery from 
the operation, and was sent home with 
instructions to wear the glass dilator for 6 
months, removing it only for douching, 
menstruation and intercourse. 

Gradual dilatation of the vagina might 
have been better, but the patient was unwil- 
ling to undergo any lengthy treatment in 
hospital. 


REFERENCES. 
Frank, R. T. (1938): Amer. J. Obstet. Gynec., 
35, 1053. 
Sein, A. S., and Castro, E. A. (1940): Rev. Assoc. 
méd. argent., 54, 671. : 
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A meeting of the Council was held in the College House on Saturday, 
2gth January, 1949, with the President, Sir William Gilliatt, in the Chair. 


Sir Henry Dale, O.M., G.B.E., F.R.C.P., F.R.S., and Professor J. 
Heyman, of Stockholm, were elected to the Honorary Fellowship. 


The following candidates were elected to the Membership of the College: 


George McGarvie Barr. 
Alex Carl Barthels. 

Dirk Walter Bentinck. 
Bimala Bhattacharya. 
Donald Kerr Black. 
Kathleen Mary Bower. 
George Creswell Brentnall. 
Muriel Brighton. 

Charles Hutton Brown. 
Denis Pe!ls Cocks. 


Horacio Jose Antonio Conte-Mendoza. 


Edward Cope. 


Francis Anthony Leopold de Cunha. 


Frank Blair Davidson. 
Jyotsna Dei. 

Frank Denny. 

Nagala Subhadra Devi. 
Christopher John Dewhurst. 
Kathleen Agnes Dru Drury. 
John Geoffrey Dumoulin. 
James Murdoch Duncan. 
Lamia Taha El-Badri. 
Benjamin Harold Ellis. 
Herbert Reginald England. 
Irwin Bruce Faris. 
Benjamin John Frankenberg. 
James Stewart Fraser. 
William Kingswell Frewen. 
George Barton Gibson. 
Leslie Stuart Glass. 

Ceci'ie Greig. 

Edmond Ivor Holloway. 
Charles Gibson Irwin. 
William Herbert Laird. 
Richard Graham Law. 
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Leonard Ernest Lotimer. 
Reginald Lysons Lunt. 
James Cuthrie McCarroll. 
John Allan McGhie. 

James Furlong McInerney. 
Ronald Mackenzie McIntosh. 
Tain Donald Macintyre. 
Archibald Arthur McKirdy. 
Archibald Torquil McNeil. 
John Henry Malony. 

Sidney Milton Medine. 
Gardiner Mitchell. 

John Edward Ernest Morgan. 
Norman Frederick Morris. 
Chunilal Mukherjee. 

Naizby Noble. 

Edward Ivan Ostry. 
Alexander Frederick Pearson. 
Henry Edwin Pellew. 

Don Abraham Ranasinghe. 
Brian Charles Middleton Reed. 
William Alan Robson. 

Eric Stanley Rogers.: 

John Knox Russell. 

Clarence Reginald Sluming. 
David Flett Smith. 

Zubaida Haji Yousof Sobani. 
David Bradshaw Stgwart. 
Arcot Sundarama Subramani. 
Jack Suchet. 

Eleanor Tennant. 

Mary Elizabeth Tighe. 

Mary Ursula Wilkin. 

Ewart Oscar Williams. 
Eustace George Zacks. 
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and from Australia the following were elected to the Membership: 


James Mayo Buchanan. Harold Andrew McCredie. 

Stanley Earles Craig. Hubert Keith Porter. 

Herbert Giblin Furnell. James Scott Reid. 

Leslie Wohlegemuth Gall. Robert Baynton Comrie Stevenson. 
George Thomas Hamlyn Harris. Bertram Milne Sutherland. 


John Alexander Love. 


The following from New Zealand were awarded the Diploma in 


Obstetrics : 

Kelson Brasted. Barry Kahlenberg. 

Allen Lindsay Bryant. Maurice Dominic Matich. 
Frederick Lawrence Clark. Francis Arthur Hatherall Neate. 
Eric Newman Smith D’Arcy. Keith Leslie Park. 

Eric Mitchell Elder. Irene Glenwynne Rhodes. 

Ross Clifton Gordon. Hugh Alexander Allen Stevely. 
George Herbert. Green. William Howard Conway Teppett. 


Robert Henry Trevor Holmden. 


A meeting of the Council was held in the College House on Saturday, 
26th March, 1949, with the President, Sir William Gilliatt, in the Chair. 


Miss Josephine Barnes was appointed to serve on the Population 
Investigation Committee of the Eugenics Society. 


Mr. R. C. Thomas was appointed to represent the College on the Council 
of the Queen’s Institute of District Nursing. 


Harold Renton of South Africa was elected to the Membership. 


The following were elected to the Fellowship: 


Doris Crystal Bates, Nottingham. Margaret Mary Nolan, Drogheda, Co. Louth. 
Robin Brett Charlton, Brisbane. Harold Leeming Sheehan, Liverpool. 

Keith Mitchell Keithley Duff, Nairobi. David Fox Standing, Durban, South Africa. 
Morgan David Arwyn Evans, Cardiff. Charles Keith Vartan, London. 

John Douglas Score Flew, London. William Waddell, East London, South Africa. 
Barton Gilbert, Salisbury, S. Rhodesia. William Wellesley Wilson, Hobart, Tasmania. 
James Walter Johnstone, Melbourne. Reginald George Worcester, Melbourne. 


William Ian Clinch Morris, Edinburgh. 


A prize for an essay on the ‘‘ Physiology or Management of the Third Stage 
of Labour ’’ was divided between Dr Jean R. C. Burton-Brown of Oxford, 
and Dr. David A. Fletcher Shaw, of Manchester. 











INTERNATIONAL AND FOURTH AMERICAN CONGRESS 


ON OBSTETRICS AND GYNAECOLOGY 
May 14-19, 1950, Hotel Statler, New York City 


FurTHER plans for holding this international 
gathering have recently been announced by the 
sponsoring group, the American Committee on 
Maternal Welfare. 


The preliminary programme for the scientific 
sessions, as developed by the General Programme 
Committee of which Dr. Howard C. Taylor, Jnr., 
of New York is the Chairman, is as follows: The 
morning meetings, Monday to Friday, May 
15 to 19, are general sessions each devoted to one 
of five topics, (1) physiology of human reproduc- 
tion, (2) the pathology of human reproduction, 
(3) social and economic problems, (4) neoplastic 
diseases of the female reproductive system and (5) 
obstetric and gynaecologic procedures. 


The afternoons will be given over to meetings 
of various groups represented at the Congress, 
including nurses, nurse-midwives, hospital admini- 
strators, educatours, practising physicians, investi- 
gators in special fields and public health doctors 
and nurses. Arrangements for these meetings are 
under the direction of the following committees— 
medical section, Dr. Newell W. Philpott, Montreal, 
Quebec; educators and investigators, Dr. George 
W. Corner, Baltimore, Maryland; hospital admini- 


strators, Dr. G. Otis Whitecotton, Oakland, Cali. 
fornia; public health, Dr. Edwin F. Daily, 
Washington, D.C.; and nurses and nurse-midwives, 
Miss Margaret A. Losty, R.N. of New York City. 

The technical exhibit is under the direction of 
a special committee of which Dr. Woodard D, 
Beacham of New Orleans is chairman. Dr. John 
Parks of Washington, D.C., heads the committee 
in charge of the scientific exhibit. The committee 
in charge of arranging the motion picture pro- 
gramme is under the direction of Dr. Archibald 
D. Campbell of Montreal. Applications for space 
in the scientific exhibit or for time on the motion 
picture programme should be submitted to the 
chairmen in charge of these activities on official 
application blanks obtainable from the business 
office of the international congress at 24 West Ohio 
Street, Chicago 10, Illinois. 

All inquiries pertaining to the meeting should be 
addressed to the Chairman of the International and 
Fourth American Congress on Obstetrics and 
Gynaecology, Dr. Fred L. Adair, at 24 West Ohio 
Street, Chicago 10, Illinois. Mr. Karl S. Richardson 
is Business Manager. The site of the meeting, the 
Hotel Statler in New York City, was formerly the 
Hotel Pennsylvania. 


BOOK REVIEWS 


‘* Anaesthesia for the Poor Risk.’’ By Witt1am W. 
Musuin. (Price 7s. 6d., pp. 65). Oxford: Black- 
well Scientific Publications Ltd. 

Dr. MusuHin has collected thoughts and experi- 

ence and put them together in a delightful series 

of essays. It is outside his purpose to give a 


detailed description of treatment yet he manages 
to convey the essentials of good anaesthesia for the 
sick patient. He emphasizes that the anaesthetic 
used should be one well known to the officiating 
anaesthetist, and warns us against the person who 
would use a spinal anaesthetic in a gravely ill 
patient. 
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Haemorrhage in relation to the anaesthetic dos 
age is discussed, and he has made good use of 
experience acquired by caring for wartime casual- 
ties. 

The more recent aspects of convulsions occurring 
during anaesthesia are collected together in another 
essay. It is stressed that the combination o 
factors, rather than a single cause, is responsible for 
the disorder and the convulsions are regarded in the 
light of a symptom. 

Ether, pentothal, and nitrous oxide are each 
subjects of essays in which are mentioned the most 
recent observations, but always keeping the practi 
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BOOK REVIEWS 


cal points in the foreground. The more unusual 
methods of relieving pain, viz. hypnotism and re- 
frigeration, are reviewed from historical and prac- 
tical aspects. 

The essay on analgesia in obstetrics emphasizes 
the difficulty of finding the right kind of effective 
analgesia capable of being used in domiciliary 
practice. The writer enumerates the many useful 
methods which can be employed in hospital and 
indicates the well-appreciated fact that the more 
effective the relief the more the presence of a 
doctor is required. Continuous caudal analgesia in 
the field of obstetrics is weighed in the balance, and 
the author thinks it not to our credit that we have 
held back from more intensive investigation of the 
method. 

Curare, of course, comes in for a rather larger 
share of discussion than the other subjects, because 
it is still an intriguing drug, and the discovery of 
present-day anaesthesia. 


“Sterility and Impaired Fertility, Pathogenesis, 
Diagnosis and Treatment.’’ By CEepRic LANE- 
Roserts, C.V.O., M.S., F.R.C.S., F.R.C.O.G., 
ALBERT SHARMAN, M.D., Ph.D., M.R.C.O.G., 
KENNETH WALKER, M.B.(Cantab.), F.R.C.S., 
F.I.C.S., DB. P. Wresner, D.Sc., Ph.D., 
F.R.S.E., and Mary Barton, M.B., B.S. With 
a foreword by Lord Horder, G.C.V.O., M.D., 
F.R.C.P. Second edition (pp. 400, 96 figures, 
2 plates, 24s.). London: Hamish Hamilton, 
1948. 


ALTHOUGH the greater part of the text of the first 
edition in 1939 is reproduced in this edition, recent 
developments in reproductive physiology, diagno- 
sis, and treatment are much in evidence, together 
with numerous changes in the views of the authors. 

Dr. Mary Barton’s name has been added to the 
list of well-known authors. Described as perhaps 
the most important diagnostic advance are the 
cyclical temperature records for the study of 
ovarian function. These not only show ovulation, 
but also inadequate luteinization and impending 
As the simplest and earliest test for 
Pregnancy they are most invaluable. 

The post-coital test as described by Hubner is 
now considered unsatisfactory and is superseded 
by the technique which was actually published by 
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Marion Sims in 1868. The interpretation of this 
and also the invasion test has led to much more 
emphasis being placed on the cervical mucus as a 
definite infertility factor. The beneficial effect of 
oestrogens on the cervical mucus is described. A 
new and simplified technique for the determination 
of pregnanediol is given in detail and much has 
been written about the gonadotropic hormones, It 
in interesting to note that “‘ in infertility practice, 
one of the commonest conditions found is chronic 
infection of the urinary tract,’’ and that ‘‘infections 
of the urinary tract not uncommonly cause mis- 
carriage by affecting the hormonal conditions of 
pregnancy.’’ The treatment of infective con- 
ditions of the cervix with sulphonamides is des- 
cribed. Attention is focused on tubal spasm, as 
distinct from tubal occlusion, and the use of 
octyl nitrate as an antispasmodic. Sharman’s 
modification of Bonnet’s insufflation kymograph 
is illustrated. 


The prognosis for spermatogenesis after orchido- 
pexy is favourable provided it is performed before 
puberty. Semen analysis is simplified in certain 
detail and testicular biopsy has superseded the old 
method of puncture. Artificial insemination is fully 
discussed in its technical, legal, moral and social 
aspects. 

Irradiation of the ovaries and the pituitary and 
its results are discussed in an appendix written by 
Anthony Green. 

With reference to the frequency of male and 
female sterility the series mentioned are too small 
to be of value. Table II, which gives the range of 
density and total number of spermatozoa in cases 
of proved fertility, is repeated from the first edition, 
although the authors must have a much larger series 
at their disposal for amendment. The part that 
abnormal semen plays in the causation of miscar- 
riage is mentioned too briefly to be conclusive. 
Rubenstein is accredited with a paper written in 
1398. 

As Lord Horder writes in his foreword, the main 
purpose of this book is to assist the general prac- 
titioner in his approach to, and handling of, the 
problem of the childless marriage. Infertility clinics 
must be regarded as essential parts of any large 
hospital service, and therefore this book is eom- 
mended also to those specialists working in these 
clinics. 








EDINBURGH OBSTETRICAL SOCIETY. 


AT a meeting of the Edinburgh Obstetrical Society 
on 12th January, 1949, the President, Dr. E. 
Chalmers Fahmy in the Chair, papers were pres- 
ented by Dr. A. F. Anderson and Dr. J. D. 
Bourke on the subjects respectively of 
CAUDAL ANALGESIA IN OBSTETRICS and 

CHOICE OF ANAESTHETIC FOR CAESAREAN SECTION. 

Dr. Anderson discussed the anatomical features 
of the sacral canal, with its relationships to the 
membranes and spaces and to the spinal nerve roots. 
He traced the pharmacological effects of local 
anaesthetic injected extra-durally in this region and 
discussed the interference with such effects result- 
ing from abnormalities of development of the 
sacrum of which he showed a number of X-ray 
illustrations. He then recorded his personal intro- 
duction to this subject, and indicated how he had 
come to the conclusion that, for conditions of 
obstetrical practice in this country, the method 
should be restricted to hospital practice, while the 
constant attention necessary for success with a 
continuous technique was so exacting as to make 
it applicable to very few patients indeed. He had, 
therefore, decided to restrict his investigations to 
the use of a single dose caudal injection using 
procaine to determine the quantity of anaesthetic 
necessary to secure the desired effect and then 
giving a second injection through the indwelling 
needle of a similar quantity of amethocaine hydro- 
chloride solution with a view to prolonging the 
effects of the procaine. With this technique he had 
found it possible to obtain relief of pain lasting from 
3 to5 hours. The factor most vital to success was 
the timing of the injection to allow of delivery 
occurring within this range. Dr. Anderson des- 
cribed the technique of the injection and subse- 
quently discussed indications and contra-indica- 
tions. Of the former, he thought the need to relieve 
pain in premature labour was the most important. 
He thought the method should be in the hands of 
an obstetrician or of a specialist anaesthetist with 
very wide experience of practical obstetrics. He 


recorded the results of 67 cases personally treated. 
Dr. Bourke discussed the peculiar difficulties fac- 
ing the anaesthetist in choosing an anaesthetic for 
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Caesarean section. His deliberations were influenced 
by the fact that many Caesarean sections were 
indicated in patients who were already suffering 
from serious disorders peculiar to pregnancy or to 
parturition, from pre-eclampsia, starvation and 
acidosis; from grave antepartum haemorrhage; or 
from diabetes, tuberculosis, or other incidental 
disease. Many were emergencies, where reason. 
able pre-operative preparation could not be 
attempted. Many were suffering from a degree of 
gastric dilatation and liable suddenly to vomit 
large quantities of material. Sedative pre-medica- 
tion, which might prejudice the foetus, must be 
eschewed. Finally, the presence of a large tumour 
within the abdomen and the insistence of some 
operators upon a steep Trendelenburg position in- 
terfered with diaphragmatic respiration. Spinal 
analgesia had a sinister reputation, possible reasons 
for which Dr. Bourke examined in detail. Never- 
theless it had certain definite advantages, and 
there was a place for it, especially when supple- 
mented by light general narcosis. Inhalational 
anaesthetics were undoubtedly the more frequently 
employed. A possible objection was that most 
general anaesthetics depressed the activity of the 
uterine muscle. This risk could be minimized by 
the use of cyclopropane at a very light plane, along 
with curare which provides necessary relaxation 
and minimising the total dose of the agent used, 
reduces its toxic effect. It appears so far that 
significant quantities of curare do not cross the 
placental barrier, but still the dosage should be 
cautious, not more than 10 mg. In the series of 
cases which Dr. Bourke now recorded the results 
for the babies had been quite favourable, most 
breathing well at once and all crying within 8 
minutes. Local infiltration analgesia was indi- 
cated in those cases where there was gross foetal 
distress, when no form of anaesthesia which might 
affect the foetus, however remotely, should be 
employed. Caution was required in using it in 
obese patients, who might require such a large it- 
filtration that toxic results might occur, while 
wound healing was sometimes poor. The inhibi 
tion of sulphonamides by procaine solution had 
also to be remembered. 
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REPORTS OF SOCIETIES 


These papers were discussed by Dr. John Gillies, 
Dr. D. S. Middleton, Dr. W. F. T. Haultain, Dr. R. 
de Soldenhoff, Dr. Suzanne Paterson, Dr Caroline 
Elliott, Dr. W. I. C. Morris, Dr. Alison Ritchie, 
Dr. John Gillie, Dr. F. G. Gibbs, and the President. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY. 

A MEETING of the North of England Obstetrical and 
Gynaecological Society was held in Manchester on 
ast January, 1949. The incoming President, Mr. 
§. B. Herd, of Liverpool, was in the Chair. 

Mr. S. W. Liggett, of Blackburn, described a case 
of 


SPONTANEOUS RUPTURE OF THE UTERUS IN 
A PATIENT AGED 76. 

The patient, Mrs. S., had been a widow for many 
years. She had 2 children and the menopause had 
occurred at about 45 years. At the age of 60 years 
she had had an operation for prolapse and in May, 
1946, at the age of 74 years, she had sustained an 
intracapsular fraction of the neck of the right 
femur which did not unite. Two years later, in 
August, 1948, she called in her doctor because of an 
attack of severe abdominal pain following vague 
pains over a period of 2 weeks and a blood-stained 
discharge of 2 days’ duration. She was obviously 
suffering from an acute abdominal catastrophe and 
examination revealed a cystic mass diagnosed as a 
twisted’ ovarian cyst in the pelvis. She was 
admitted to hospital and, when the abdomen was 
opened, a fair quantity of fresh and stale blood was 
found. The ‘‘ Cyst ’’’ proved to be a very distended 
uterus and left Fallopian tube, the right tube being 
normal. A perforation which admitted one finger 
easily was found in the right cornu of the uterus 
and subtotal hysterectomy with left salpingectomy 
was performed. The patient made an uneventful 


| tecovery. The pathological report, submitted by 


Dr. Wheeler, read as follows: 

“In parts the uterus was thin-walled, fibrous and 
sacculated. The endometrium was atrophied and 
was infiltrated with haematin. There was also a 


quantity of old and recent blood. Section through 
the sacculation showed fibrous tissue only and was 
very thin. Further sections of the thicker portions 
showed lymphocytic infiltration and old-standing 
chronic inflammation. 
similar to above. 


One tube was distended 
There was no malignancy. The 
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only diagnosis I can suggest is chronic metritis and 
senile atrophy.”’ 

Discussion: Mr. S. B. Herd, stating that he had 
not seen such a case, had been impressed by the 
thinness of the uterine wall in cases of pyometra. 

Dr. K. V. Bailey had encountered a case with 
similar history which he had diagnosed as ovarian 
cyst adherent to a senile uterus. During examina- 
tion of the case by a student prior to operation, a 
quantity of haemorrhagic fluid escaped from the 
uterus and a small intracervical carcinoma had been 
diagnosed by exploratory curettage. 

Dr. C. H. Walsh suggested that the uterine wall 
may have been perforated by a dilator during the 
previous operation, resulting in the formation of a 
thin scar which may have given way when a 
senile pyometra distended the uterus. 

Mr. S. W. Liggett also described a case of 
RUPTURED ENDOMETRIAL Cyst COMPLICATING 
PREGNANCY. 

Two cases of bilateral endometriosis complicat- 
ing pregnancy in 2 sisters had been reported by Miss 
Josephine Barnes, at a meeting of the Royal Society 
of Medicine in February, 1945. In her review of 
the literature she had only been able to find refer- 
ence to 9 previous cases and the interest in the 
case to be described lay chiefly in the rarity of the 
condition. 

The patient, Mrs. C., a primigravida, 28 years 
old, was admitted to hospital in October, 1946, as 
an ‘‘acute abdomen’’. She was 14 weeks’ preg- 
nant and had previously had 2 stays in hospital 
with cardiac decompensation due to mitral stenosis 
following rheumatic fever. 

On examination she was tender over the whole 
abdomen and a large mass was felt in the pouch 
of Douglas in front of which the uterus could be 
felt separately. A provisional diagnosis of twisted 
ovarian cyst complicating pregnancy was made and 
the abdomen was opened under general anaesthesia. 
Bilateral endometrial cysts of the ovaries, each 
about 4 inches in diameter, were found, the left 
cyst being ruptured and filling the abdomen with 
dark brown contents. Both cysts were densely 
adherent to the pelvic wall behind the uterus and 
it proved impossible to save any obvious ovarian 
tissue when the cysts were removed. Repeated 
doses of morphia were given in the first 48 hours 
after the operation and progesterone was given in 
diminishing doses until the 34th week, convales- 
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cence having been normal. In view of her cardiac 
condition lower segment Caesarean section was per- 
formed at 38 weeks pregnancy under local anaes- 
thesia supplemented by paraldehyde, gas and 
oxygen, and a living infant was delivered. After 
her return to the ward she had a sharp postpartum 
haemorrhage which required a blood transfusion, 
but, after this, convalescence was uneventful, and 
she was discharged after 12 days on her own re- 
quest. The mother and child were then well. 

Discussion: Dr. R. Newton remembered a case 
in which pregnancy had occurred although the 
uterus was so firmly bound down in the pelvis by 
endometriosis that true uterine sacculation took 
place. 

Mr. F. J. Milward of Chesterfield described a case 
of 

ENDOMETRIOMA OF THE UMBILICUS. 

A woman, 30 years of age, gave a history of a 
painful swelling of the umbilicus. The pain bore no 
relation to menstruation and there had been no 
bleeding or discharge from the umbilicus. A brown 
tumour about the size of a hazel nut simulating an 
adenoma was found growing from the umbilicus. 
The umbilicus was excised and the abdomen 
opened. There was no patent vitelline duct and the 
pelvis was explored without any further endome- 
triosis being found. The specimen was demon- 
strated together with a section which showed the 
typical structure of an endometrioma. 

Discussion. Mr.S. B. Herd expressed a view that 
it was unusual for umbilical endometrioma to be 
found in company with pelvic endometriosis. 

Dr. Mills described a case of endometrioma near 
to the umbilicus after a classical Caesarean section, 
and said that she had had a case of endometriosis 
which had responded to 2 sterilizing doses of 
radium. 

Mr. Scott Russell and Dr. Brander had both 
seen umbilical endometrioma in association with 
pelvic endometriosis. 

Professor T. N. A. Jeffcoate said it was not 
always easy to make a diagnosis of endometriosis 
and therefore it was difficult to support irradiation 
as a primary line of treatment. If a recurrence 
followed conservative treatment irradiation treat- 
ment might then be justifiable. He described a 
case of widespread endometriosis with sterility, 
in which the appendage worse affected was re- 
moved and a year later X-ray treatment was given 
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for severe dysmenorrhoea. 
later she was found to be pregnant. 
Dr. D. C. Racker suggested that the marked 


reduction of pain following administration of fF 


testosterone in cases of severe dysmenorrhoea, due 


to endometriosis, may be of assistance in arriving f 


at a diagnosis. 
Mr. F. J. Milward described a case of 
PERSISTENT VITELLINE Duct. 

A g-year-old male child had a profuse mucoid 
discharge from the umbilicus dating from birth. 
It was said that the umbilical cord had not separ. 
ated normally and its stump was removed a month 
after birth. A minute fistula with a clear mucoid 
discharge was found and exploration showed a 
large mucous cyst about the size of a thumb under. 
lying the umbilicus and attached at its lower end 
to a short Meckel’s diverticulum. The specimen, 
which was shown, had been removed in one piece 
and no communication was found between the 
diverticulum and the cyst. 

Dr. W. Calvert read a paper upon 

Ectopia VESICAE AND CHILDBEARING. 

He had been able to trace 20 women who, 
between them, had had 28 children and, after 
reviewing these cases, he proceeded to describe 
case which had been brought to his notice. This 
patient had had the ureters transplanted into the 
colon and the bladder excised for ectopia vesicae 
as a child after which she had been able to live an 
active ordinary life as a schoolgirl and sectfetary. 
After marriage she had a successful vaginal plastic 
operation for dyspareunia and later conceived. 
During pregnancy there was renal insufficiency and 
near term Caesarean section with sterilization was 
performed, a healthy child of 6 pounds 12 ouncés 
being delivered. Recovery was uneventful. 


Discussion: Mr. F. W. Milward considered that 
this communication was of special importance a 
the present time as, with the reduction of mortality 
from transplantation of the ureters, more such casé 
were likely to be seen in the future. He would 
be interested to know the nature of the operation 
performed by Mr. Beattie. * 

Dr. W. Hunter asked why Caesarean section and 
the irrevocable operation of sterilization had beet 
performed in this case. He understood from 
Professor Grey Turner that his patient ‘‘ Mrs. S.,” 
to whom Dr. Calvert had referred, had had 3 
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| REVIEW OF HOSPITAL REPORT 


perfectly normal deliveries without untoward effect. 
+ Inreply Dr. Calvert said that he thought that with 


gross anterior pelvic deficiency—the pubic gap in 
his case was about 5 inches—the baby may have 
taken the line of least resistance and inflicted 
irreparable damage upon the mother. He there- 
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fore decided to deliver by Caesarean section. 
Sterilization was necessary as the patient had 
impaired renal function. He understood that Mr. 
Beattie had performed a limited vaginal con- 
structive operation aimed at trimming off the 
sharp scar tissue at the base of the abdomen only. 


REVIEW OF HOSPITAL REPORT 


MATERNITY CLINICAL REPORT OF BROM- 
LEY AND DISTRICT HOSPITAL FOR 10946. 


Tus is the first clinical report from the enlarged 
maternity department of the hospital. There are 
now 60 maternity beds; these are in two separate 
units of 22 beds and 38 beds respectively. 

Three categories of cases are recognized. A 
“ booked ’’ case has attended the hospital antenatal 
clinic on more than one occasion. An ‘‘ emergency”’ 
case has not been to the hospital for antenatal 
supervision more than once, and was either 
admitted to the hospital seriously ill or at the last 
moment after receiving little or no antenatal care. 
A “ private’’ case has been cared for through 
pregnancy and confinement by her family doctor; 
but some ‘‘ private’’ cases were similar to the 
hospital ‘‘ emergency ’’ group in that they had not 
placed themselves in their doctor’s hands until late 
in pregnancy. 

Of patients delivered in the hospital 831 were 
booked, 12 emergency, and 352 private cases, 
making a total of 1,195 deliveries. There was 
Imaternal death (0.8 per 1,000). There were 30 
stillbirths (25 per 1,000 viable births) and 18 infant 
deaths (15 per 1,000 live births). 

The report conforms to the standard recommen- 
ded by the Committee of the Section of Obstetrics 
and Gynaecology of the Royal Society of Medicine 
(1928). At the head of the tables dealing with the 
principal abnormal conditions short explanatory 
hotes set out features to which the compiler wishes 
to draw attention, or routine treatments and the 
like, which the reader might wish to know. 

The solitary maternal death occurred in a booked 
tase admitted because of her atypical history of 
toxaemia. She was discharged after 7 days’ treat- 
ment but was readmitted 5 days later deeply 
jaundiced. Three days later labour began spon- 
taneously. A stillborn infant was born spontane- 
G 





ously after 25 hours, and in another 16 hours the 
patient died. Death was ascribed to acute yellow 
atrophy of the liver following toxic vomiting. 
Whether a postmortem examination was made is 
not stated. 

The prevention of breech presentation is said to 
have been highly successful. Although the number 
of prophylactic versions performed is not given 
there were only 2 cases of uncomplicated primi- 
gravid breech delivery among booked cases. 
Attention is drawn to the fact that there were not 
any stillbirths or infant deaths due to breech 
delivery among booked cases, but as there were 
only 2 cases of uncomplicated primigravid breech 
delivery among booked cases the number is too 
small to be significant. On the other hand among 
7 private cases of uncomplicated breech delivery, 
all multiparous patients, there were 2 stillbirths 
attributable to the breech delivery. 

The incidence of forceps delivery in the hospital 
was 5.8 per cent—4.3 per cent in booked cases and 
8.8 per cent in private cases. The overall foetal 
and infant mortality in forceps cases was 9 per cent 
—II per cent in booked cases and 6.5 per cent in 
private cases. 

Manual removal of the placenta was undertaken 
16 times. In 10 of these cases haemorrhage was 
the indication for the operation and in 6 blood trans- 
fusion was required. It seems unnecessary to 
record the result to the child in cases of manual 
removal of the placenta, as is done in here, and to 
calculate the percentage of foetal mortality. 

An interesting account is given of the systematic 
bacteriological investigations made at fortnightly 
intervals on patients and staff. Attention is drawn 
to the importance of routine swabbings of nose and 
throat of staff and patients, with, in addition, 
vaginal swabbing of patients. j 

The standard attained in this maternity depart- 
ment is high. 











REVIEW OF CURRENT LITERATURE 


The Journal is fortunate in being able to run this Review in conjunction with the 
Abstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
at our disposal. The Review will, however, contain in addition abstracts and titles of 
articles which, though not of sufficient general interest for publication in the monthly 
volumes published by the British Medical Association, are yet sufficiently important for 
a specialist journal. It is to be hoped that our readers will collaborate in the preparation 
of these abstracts. Those who are willing to take part in the service are invited to 
communicate with the Editor, The Abstracting Service, B.M.A. House, Tavistock Square, 
London, W.C.1. There is special need of abstracters in foreign languages, and when offering 
his or her services the writer should indicate the language (apart from English) in which 
he or she is proficient. The name of the abstracter will be acknowledged in the text and 
payment will be made at the rate of ten shillings per abstract for English articles and 
twelve shillings and sixpence per abstract for articles from foreign languages. 
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ANATOMY. 


393. The Assimilation Pelvis as an Obstetric Prob- 
lem: The ‘‘Long’’ Pelvis. (Das Assimilationsbecken als 
geburtshilfliches Problem: Das ‘‘ lange Becken’’.) 

By H. KircHuorr. Z. Geburtsh. Gyndk., 129, 
174-186, 1948. 8 figs. 

The author describes the various types of assimi- 
lation pelvis and their significance in relation to 
childbirth. He studied the clinical details of over 
200 cases. 

The pelves are grouped into 3 categories: (I) 
“Transitional pelvis ’’. An anatomical or physio- 
logical transitional vertebra alters the pelvic space 
by the formation of a double promontory, and also 
deepens the pelvis. (II) ‘‘ Assimilation pelvis ”’ 
with 6 sacral vertebrae but a normal sacral curve. 
A fully assimilated vertebra deepens the pelvis but 
the brim and cavity of the pelvis are normal. (III) 
“ Assimilation canal pelvis ’’. (a) the sacral con- 
cavity is absent; (b) the promontory is abnormally 
high; (c) the angle between the conjugata vera and 
the ventral surface of the sacrum, normally 110 
degrees, is reduced; (d) the depth of the pelvis is 
increased from the normal 10.1 cm. (4 in.) to 13 
cm. (5% in.); (e) the conjugata vera is not the 
shortest antero-posterior diameter but this is one 
or two vertebrae lower. 

The outcome in all 212 cases is analyzed in the 
tables below. 

From these figures it will be seen that this type 
of pelvis is of poor prognostic significance as only 
50 per cent of such patients deliver themselves 
normally. On analysis the author finds three 
reasons for difficulty. (1) The angle between the 
head and the conjugata vera, normally go degrees, 


Group I. 
Spontaneous delivery 17 High arrest iw Y 
Caesarean section .... 9 Transversearrest ... I 
Forceps delivery 7 Breech presentation i 
2 


Perforation 4 Maternal mortality ... 


Total number of cases, 37. 





Group IT. 
Spontaneous delivery 15 Deflection presentation 


2 
Caesarean section ... 6 Breech presentation 4 
Forceps delivery ... 7 Deep transverse arrest 2 
“Extraction’’ ..«» 3  Maternalmortality... 1 
Perforation ... I 


Total number of cases, 32. 





Group IIT. 
Spontaneous delivery 77 Deflection presentation 7 
Caesarean section ... 32 Breech presentation 8 
Forceps delivery ... 26 High arrest ... ... 1 
Perforation ... 4 Maternalmortality... 2 


Version and extraction 4 
Total number, 143. 
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All cases 
Assimilation at the 
pelvis groups Leipziger 
I to III Frauenklinik 
Total number 212 8400 
Spontaneous delivery 109 51.5% 85% 
i Ce, ae 2.7% 
POre@pe..0, <s« <s« 99 18.4%, 6.2% 
Perforation ... ... 9 4.2% 0.54% 
VOOM .cs. ssn, ve» 8 3-7% — 
Deflection presentation 9 4.2% 1.5% 
Breech presentation 13 6.2%, 3.6% 
High arrest “a. & 1.9% —— 
Maternal mortality ... 4 1.9%, 0.43% 
Foetal mortality ... 15 7.1% 5.5% 





is increased because of the greater height of the 


promontory; the head slips past the latter and comes 


to sit on the symphysis pubis. (2) If the above 
difficulty is overcome, the head still has to pass the 
original promontory, now the C.V,. II, which is 
often reduced in length. (3) the third difficulty 
arises in the ‘‘ canal pelvis’’ when the head 
is unable to rotate because of the absence of the 
sacral concavity or possibly because the shoulders 
remain in the antero-posterior diameter and are 
arrested on the promontory. [This is a very inter- 
esting article stressing a rarely described pelvic 
abnormality and its prognostic significance. It is 
a pity that the reproductions of radiographs are so 
few and so poor. ] W. P. Hirsch 


394. Agenesia of the Coccyx with Pelvic Asymmetry 
Caused by a Wedge-shaped Sacral Vertebra and a 
Transitional Lumbosacral Vertebra. (Agenesie kostrce 
Ss asymetrii panve u novorozence, podminénou klino- 
vitym obratlem krizovym a prechodnim obratlem 
Jumbosakralnim. ) 

By J. Hromapa. Ceskoslov. Gynaek., 13, 483- 
503, 1948. 4 figs., Bibliography. 

395. Evaluation of 
Technics. 

By P. C. Swenson. Med. Clin. N. Amer., 32, 
1659-1671, Nov. 1948. 8 figs., 5 refs. 

396. The Floor of the Female Abdominal Cavity. 
(Der Boden des weiblichen Bauchraumes. ) 

By E. Martin. Z. Geburtsh. Gynik., 130, 
1-7, 1948. 8 figs. 

397. The Female Perineum: Its S‘ructure, Function, 
and Preservation. 

By R. J. Prert and F. C. Meyer. N.Y. St. J. 
Med., 48, 2693-2699, Dec. 15, 1948. 12 figs. 


Radiographic Pelvimetric 


398. Normal and Cystic Structures of the Broad 
Ligament. 

By G. H. Garpner, R. R. Greene, and B. M. 
PrecKHAM. Amer. J]. Obstet. Gynec., 55, 917-939, 
June 1948. 10 figs., 38 refs. 
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The authors discuss the confusion caused by 
present nomenclature, and propose a new termino- 


logy as follows: 





Proposed terminology 


Terminology in common 
use 








Mesonephric body 


Wolffian body, organ of 
Rosenmiiller, epodphoron, 
parovarium, Kobelt’s tub- 
ules, parovarial tubules 





Mesonephric duct 


Wolffian duct 





Mesonephric tubules 


Wolffian tubules, Kobelt’s 
tubules, epodphoral tubu- 
les, transverse tubules of 
epodphoron 





Paramesonephric duct 


Miillerian duct 





Oviduct 
Uterine tube 


Fallopian tube 





Accessory oviducts 





Accessory Fallopian tubes 





They studied serial sections of both normal and 
abnormal broad ligaments microscopically and mac- 
roscopica!ly. They suggest that much histological 
confusion has arisen because of the effect of harsh 
fixatives on epithelial appearances. They explain 
the presence of accessory oviducts and parameso- 
nephric tubules as being due to the inability of the 
paramesonephric duct to develop in a normal 
manner by itself; it must follow the path of a pre- 
existent mesonephric duct. 

They describe a method for distinguishing meso- 
nephric and paramesonephric structures by nuclear 
and cell size, the presence of a basement membrane 
is mesonephric histology, and villi only in oviduct 
structures. They succeeded in determining the 
origin in this way of 87 specimens examined. They 
describe clearly the nature of the cysts found and 
the difference between mesonephric and parameso- 
nephric cysts. They show that while these can be 
classified by examination of the linings of the 
cysts, it is not possible to distinguish them merely 
by their location in the broad ligament. They sug- 
gest a logical classification of broad ligament reten- 


tion cysts as follows: 


I. Mesonephric origin. 
A. Mesonephric duct cyst: (1) intraligamen- 
tous, (2) pedunculated. 
B. Mesonephric tubule cyst: (1) intraligamen- 
tous, (2) pedunculated. 


II. Paramesonephric origin. 


A. Paramesonephric cyst: (1) intraligamen- 
tous, (2) pedunculated. 


The literature is discussed fully. B. Sandler 


PHYSIOLOGY. 
399. Changes in the Time of Onset of the First and 


peirwszej i ostatniej miesiaczki.) 

By S. KruxiereK. Polsk. Tyg. lek., 3, 783-786, 
June 21, 1948. 32 refs. 

The author discusses the factors, such as climate, 
race, and social conditions, which may influence the 
time of onset of the menarche, and quotes various 
opinions from medical literature on this subject, 
His aim is to establish the fact that the onset of 
puberty is earlier than it used to be on account o 


changes in social conditions. He compares th} 


statistics of Raciborski in ‘‘ De la puberté et d 
l’age critique ’’, Paris, 1847, giving the average ag 
of the onset of puberty in Warsaw as 15.75 yearn 
(Jewesses 15.45) with those supplied by the Gynae. 
cological Clinic of Warsaw University in 1947, in 
which the average age as stated to be 14.70 yearn, 
The average age for the menopause has also changed 
during this period, from 47.05 to 48.4, and for the 
child-bearing period from 31.3 to 33.7 years. The 
author is of the opinion that social conditions, 
especially the higher standard of life, are respon 
sible for this. [The author does not explain why 
the onset of the menarche was earlier, as he states, 
in 1947 than in 1939 in spite of appalling conditions 
of life in Warsaw during the war. The fact that 
his figures are based on the comparatively smal 
number of cases treated in the clinic, which are thus 
not representative of the normal population, lower 
the value of his statistics. | C. Uhma 


400. Present Concepts of the Physiology and Endo 
crinology of Menstruation. 

By J. Horrman. Med. Clin. N. Amer., 
1485-1507, Nov. 1948. 6 figs., 43 refs. 


401. Newer Concepts of Menstruation. 
By I. H. Kaiser. Amer. J. Obstet. Gynec., % 
1037-1047, Dec. 1948. 13 figs., 28 refs. 


402. The Menarche and the Menstrual Cyde 
(Menarche und Menstruation-szyklus. ) 

By H. A. Muetter. Klin. Wschr., 26, 621-6% 
Oct. 15, 1948. 2 figs., 20 refs. 


403. Hormonal Factors Involved in the Regulatiot 
of Basal Body Temperature during the Menstrual Cyc 
and Pregnancy. 

By C. L. Buxton and W. B. Atkinson. J. clit. 
Endocrinol., 8, 544-549, July 1948. 6 figs., 9 refs. 

The purpose of this paper is to present evident 
on the actual cause of the temperature rise duritf 
the latter half of the menstfual cycle and to recotl 
the changes in basal body temperature throughotl 
pregnancy. The temperature curves of 6 patietl 
with secondary amenorrhoea showed that oestrogt! 
administration produced slight depression of th 
temperature whereas progesterone, either with 
without oestrogen, produced a very definite ris 
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| The post-ovulatory rise was also maintained and 
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menstruation postponed 10 to 30 days in normal 
women by the administration of chorionic gonado- 


' trophin. However, administration of the hormone to 


~786, 


' acastrated woman after oestrogen priming did not 


' result in any significant changein basal temperature. 
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Hence the maintenance of the post-ovulatory tem- 
perature rise by chorionic gonadotrophin is thought 


' to be due to a luteotrophic effect, progesterone 


producing the temperature response. To determine 
whether the rise is maintained throughout gestation, 
3 women (1 through 2 pregnancies) kept tempera- 
ture charts until delivery. The temperature fell to 
its pre-ovu'atory level between the fourth and fifth 
months in all cases in spite of the steady rise in 
pregnanediol excretion after this period of preg- 
nancy. Several theories but no final explanations 
are offered for this fact. Doreen Daley 


404. The Cause of Physiologic Basal Temperature 
Changes in Women. 

By M. E. Davisand N. W. Fuco. J. clin. Endo- 
crinol., 8, 550-563 July 1948. 8 figs., 8 refs. 

It is now well established that charts of oral (or 
pelvic) basal temperature show a reasonable stand- 
ard pattern in about 75 per cent of menstruating 
women. In the remainder with irregular charts 
emotional, physical, and metabolic stimuli usually 
mark the hormonal control of the basal body tem- 
perature. The pre-ovulation fall is not constant, 
and it has been supposed that ovulation occurs not 
during this fall but during the rise of temperature 
that follows it. A study was made of 100 basal tem- 
perature charts of women who had conceived and 
had recorded dates of coitus and it was apparent 
that fertilization usually occurred when the tem- 
perature was rising. 

There is considerable evidence that the high level 
of the temperature during the luteal phase of the 
cycle is brought about by progesterone, for the 
temperature remains elevated during the active 
secretory life of the corpus luteum and rise in 
temperature is followed by an increased output of 
pregnanediol which persists through the luteal 
phase. Twenty-four to 36 hours before menstrua- 
tion the corpus luteum ceases to be active, preg- 
nanediol levels fall rapidly, and the temperature 
curve returns to the pre-ovulation level. The 
authors studied pregnanediol excretion in a small 
group of regularly menstruating women and found 
that the first appreciable amount appears after the 
temperature rise has begun, the maximum output 
being reached about the middle of the luteal phase. 
However, exact correlation between ovulation, 
corpus luteum activity, and pregnanediol output is 
Impossible for there must be a lag between proges- 
terone production and pregnanediol excretion. In 
an attempt to add further evidence to this theory, 
8 young women with amenorrhoea, either primary 
or following surgical castration, were studied. It 
was found that temperature changes comparable to 
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those in the normal menstrual cycle could be in- 
duced by oestrogen and progesterone therapy, 
though the rise was more rapid and the decline 
more prolonged in the artificial cycles. 

The third part of the investigation was designed 
to assess ovarian function after hysterectomy in 
12 women; it was concluded that follicular and luteal 
activity was normal for a few months as shown 
by basal temperature records and estimation of 
pregnanediol excretion. These women have not 
been studied long enough to determine the length 
of ovarian activity after hysterectomy. 

The authors believe that luteinization of the 
follicle may begin in the theca interna cells before 
follicle rupture and continue at a rapidly in- 
creased rate after ovulation. If this were so it 
would be possible to account for ovulation taking 
place with the rise in temperature rather than at 
its lowest point and to explain fertile matings during 
the temperature rise. Doreen Daley 


405. Influence of Vitamin K on Physiological Men- 
struation in Healthy Women. [In Russian. ] 

By T. A. BozHeukova, Z. V. IvasHova, and 
A. M. Purtova. Akush, Ginek., No. 5, 33-35, 
1948. 

Kudryashov has shown that vitamin K, raises 
the prothrombin level in blood, even when the 
latter was 100 per cent before administration. This 
vitamin might theoretically be of value in treat- 
ment of uterine haemorrhage The authors studied its 
effect on normal menstruation in 22 young women, 
giving 0.02 g. vitamin K, three times a day during 
menstruation. The period was shortened in 16 
women (in 8 by 1 day, in 2 by 1 to 2 days, in 3 
by 2 days). The amount of haemorrhage was 
lessened in 10, unchanged in 10, and increased in 
2. There was no effect on pain or associated 
symptoms. S. S. B. Gilder 


406. Experimental Alteration of the Human Ovarian 
Cycle by Estrogen. 

By W. E. Brown, J. T. Brapsury, and A. F. 
JenninGs. J. clin. Endocrinol., 8, 453-460, June 
1948. 4 figs., 11 refs. 

This study was undertaken to determine.in what 
manner the menstrual cycle is altered by the ad- 
ministration of oestrogens. Information relative 
to the ovarian cycle was obtained by weekly endo- 
metrial biopsies. In all the women studied the 
menstrual rhythm had been normal. In the first 
group, II women were given a single oral dose of 
1o to 20 mg. stilboestrol on the fourth, fifth, or 
sixth day of the cycle. Ovulation and menstrua- 
tion were delayed on the average for 10 days. In 
some cases, there was scanty bleeding 7 to 10 days 
after the stilboestrol had been given. The second 
group of 5 women received stilboestrol continu- 
ously for 30 days in doses increasing from 1 mg. 
to 3 mg. Bleeding usually occurred within 3 days 
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after the last dose, dysmenorrhoea was relieved, 
and biopsy examination showed that ovulation had 
been inhibited. Treatment repeated for 3 succes- 
sive cycles did not produce complications. To 
determine whether giving oestrogens late in the 
cycle would maintain functional corpora lutea, .3 
women were given 10 mg. of stilboestrol daily, 
starting in the luteal phase, and 3 others had 5 
mg. daily from the tenth day. There was no effect 
on the corpus luteum. These experiments afford 
no evidence about the mechanism whereby the 
oestrogen exerts its effect. Doreen Daley 


407. Alteration of the Estrual Cycle in Sheep by Use 
of Progesterone and its Effect upon Subsequent Ovula- 
tion and Fertility. 

By R. H. Dutt and L. E. Casipa. Endocrinology, 
43, 208-217, Oct. 1948. 11 refs. 


408. Differential Reactions in the Reproductive Tract 
of Baboons Having Different Physiological Back- 
grounds Evoked by Prolonged Oestrogen Stimulation. 

By J. GiLt-MaN and C. GitBert. S. Afr. J. med. 
Sci., 13, 121-143, June 1948. 5 figs., 29 refs. 


409. The Effect of Equine Gonadotropin (Gonado- 
gen) on the Human Ovary. 

By S. A. WotFeE and I. Neicus. Amer. J. Obstet. 
Gynec., 55, 979-991, June 1948. Io figs., 21 refs. 

Though much investigation has been carried 
out on this subject the results have been varied and 
contradictory. Various authors reported produc- 
tion of ovulation in rats, sheep, pigs, and cows by 
injection of pregnant mare’s serum, and in 1938 
Davis and Koff reported that they induced ovula- 
tion in women by intravenous use of this substance 
in half their cases; this was confirmed by Siegler 
and Fein in 16 of 30 women. Watson, Smith, and 
Kurzrok reported that they were able with preg- 
nant mare’s serum to stimulate follicular develop- 
ment in women but not ovulation. Geist, 
Gaimes, and Salmon in 1941 reported the results 
of intravenous or intramuscular administration of 
equine gonadotrophin in 22 women. In no instance 
did they find conclusive evidence of artificially 
induced ovulation. Hamblen in 1943 stated, 
‘“ Equine gonadotrophin has the ability to stimu- 
late follicular activity in the human being and in 
the monkey, but ovulation and corpus luteum 
formation are not induced.’’ On this basis for 
the treatment of anovulatory failure he has sup- 
plemented equine gonadotrophin by the luteiniz- 
ing chorionic gonadotrophin. 

The present authors used equine gonadotrophin 
in 22 women, aged from 25 to 49 years, who were 
subjected to laparotomy for fibromyoma of the 
uterus in the Brooklyn Jewish Hospital. One 
patient was aged 25, 5 were between 31 and 35, 
and 5 averaged 36 to 40. Before laparotomy a 
vaginal smear and an endometrial biopsy specimen 
were taken. After skin and ophthalmic sensitiza- 


tion tests the hormone was injected intravenously 
from 24 to 146 hours (average 60 hours) before 
laparotomy, and at different times in the cycle; in 
the first half of the cycle in 5 cases, in mid-cycle 
in 4, and in the second half in 12. At operation 
the uterus, and both ovaries and Fallopian tubes 
were removed whenever feasible, and sections were 
taken from the uterus to study changes in the 
endometrium, and from all cystic areas in the 
ovaries. No evidence was found that equine gona- 
dotrophin either inaugurated follicle maturation or 
accelerated the tempo of maturation in follicles of 
a current cycle, or produced ovulation. The 
granulosa-cell layer in the current follicle became 
hypertrophied from increase in cell cytoplasm, The 
cells thus came to simulate lutein cells, and the 
term ‘‘ pseudo-luteinization’’ seemed to be 
warranted. True luteinization of an unruptured 
follicle occurred once. The most pronounced effect, 
however, was hypertrophy and hyperplasia of the 
theca interna layer and the formation of numerous 
theca interna cysts. F, J. Browne 


410. The Investigations into the Uterine Mucosa, 
VI. Observations on the Incomplete Cyclic Change of 
the Stromal Cells of the Endometrium. [In English.] 

By B. Fatconer. Acta obstet. gynec. scand., 
28, 105-111, 1948. 7 refs. 

This paper (another of the author’s interesting 
series on endometrial microscopy) is confined toa 
consideration of sections of endometrium taken 
during the ‘‘ secretory phase ’’ which show typical 
appearances in the glands but not proper co-ordina- 
tion in the stromal cells. The sections were taken 
at 24 days or later in the 28-day cycle. An incom- 
plete stromal cell reaction indicates that the storage 
of glycogen is insufficient. The average age of the 
patients was 31.8 years, and all of them had sought 
advice for sterility. In 2 there had been preg 
nancies followed by abortion. The author quotes 
Hughes’s results in similar cases and his suggestion 


that they respond to endocrine treatment. It seems 


probable that this type of condition is associated 
with lowered fertility but is not of great import: 
ance. Kenneth Bowes 


411. Ovulation Studies with Direct Current 
Potentials. 

By H. F. Newman. Amer. J. Obstet. Gynec. 
56, 901-906, Nov. 1948. 3 figs., 20 refs. 


412. Determination of Ovulation. (Die Bestimmung 
der Ovulation.) 

By H. Guceisserc. Schweiz. med. Wschr., 78: 
1254-1257, Dec. 24, 1948. 


413. Inhibition of Ovarian Function by Administra 
tion of Follicular Hormone. (Hemmung der Ovarial- 
funktion durch Zufuhr von Follikelhormon.) 

By K. Krocner. Med. Klinik., 43, 638-639 
Nov. 1948. 2 figs., 11 refs. 
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414. Oestrogenic, Androgenic and Gonadotrophic 
Substances in the Urine of Normal Women. Sex Hor- 
mone Analyses, I. [in English. ] 

By K. PEDERSEN-BJERGAARD and M. T@NNESEN. 
Acta endocrinol., Kbh., 1, 38-60, 1948. 8 figs., 41 
refs. 

Oestrogens, androgens and gonadotrophins in 
24-hour specimens of urine from 360 normal females 
aged from 3 to 79 years were assayed. O6cstrogenic 
substances were determined, after combined acid 
hydrolysis and carbon tetrachloride extraction, in 
splayed mice and capons respectively; gonadotro- 
phin was assayed after tannic acid precipitation in 
female rats 26 to 28 days old. 

In the human female oestrogen output is minimal 
from the ages of 3 to 12; after the age of 12 there 
is a steep increase and excretion remains at a 
maximum between 20 and 40, when it is approxi- 
mately between 70 and 80 mouse units (m.u.) a 
day. From 40 to 60 the output declines to about 
8m.u. per day, so that it is during the reproductive 
period that the output is greatest. From the ages 
of 3 to 12 there is very little gonadotrophin ex- 
creted—amounting to 1 rat unit (r.u.) a day, at 
16 the output has risen to 15 r.u. a day; after 
a fall tog r.u. a day at 20 it remains at this level 
until the mid-thirties, when the output begins to 
rise and continues to increase until the end of the 
sixties, when it reaches 65 r.u. a day. In contrast 
to what happens with regard to oestrogen excretion 
it is in the reproductive phase that women have 
alow level of gonadotrophin output; this is perhaps 
explained by the release of the pituitary from the 
inhibitory action of oestrogen in women after the 
menopause. There is a decreased oestrogen output 
during menstruation, in the intermenstrual phase 
there are two peaks in the oestrogen output—one 
on the tenth to twelfth day, and the second on 
about the twenty-third day. The output of andro- 
gens is at a maximum between the ages of 20 
and 35, amounting to about 9 capon units in 
the 24 hours. Women who had undergone ovari- 
ectomy produced on an average 8 m.u. of oestrogen 
per day; this is believed to be secreted by the 
suprarenals, G.S. Crockett 


415. Some Studies on the Pharmacology of Relaxin. 

By M. X. Zarrow and W. L. Money, J. Phar- 
macol., 93, 180-187, June 1948. 2 figs., 19 refs. 

Relaxin, the material causing relaxation of the 
symphysis pubis of the guinea-pig and mouse, was 
It was assayed 
on castrated female guinea-pigs by treating them 
with tug. of oestrodiol daily for 3 days and then 
injecting the test material on the fourth day. One 
guinea-pig unit (G.P.U.) of relaxin is the amount 
producing relaxation of the pubic symphysis in 
two-thirds of a group of 12 or more guinea-pigs 6 
hours after the injection. The material used con- 
tained 30 G.P.U. per mg. dry weight. Before 
treatment, this relaxin powder was dissolved in 
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distilled water, dialyzed against running tap water, 
and sodium chloride added to bring the salt con- 
centration to 0.85 per cent. A second more highly 
purified preparation of this polypeptide was also 
used, 

The relaxin content of the blood serum of rabbits 
5 minutes after a single intravenous injection of 
about 4,000 G.P.U. per kg. was approximately 10 
G.P.U. per ml. Within one hour a 50 per cent 
loss was observed and almost all had disappeared 
by 12 hours. Assays of urine for relaxin content 
indicated a concentration of approximately 1 
G.P.U. per ml., so that excretion by way of the 
urine is very slow. The administration of similar 
doses of relaxin by the subcutaneous route pro- 
duces similar results. The latent period between 
the administration of the relaxin and the relaxa- 
tion of the symphysis pubis of the guinea-pig was 
the same after injection of 1 G.P.U. by either the 
subcutaneous, intraperitoneal, or intracardiac 
routes. In rabbits, the production of antibodies to 
relaxin was not observed. High doses (80,000 
G.P.U. per kg.) of purified preparations were non- 
toxic to mice by the subcutaneous and intravenous 
routes. G. B. West 


416, Quantitative Measurement of Uterine Responses 
Using the Strain Gage Dynamometer, with Notes on 
the Effect of Anti-histaminic Drugs on the Rabbit 
Myometrium. 

By S. R. M. Reynotps and I. H. Katser. /. 
Pharmacol., 93, 196-207, June 1948. 8 figs., 3 refs. 

Changes in tone and rhythmic contractility of the 
uterus of rabbits anaesthetized with “‘ dial ’’- 
urethane were measured quantitatively. The 
changes in intra-uterine pressure produced electrical 
resistance changes in the active elements of the 
strain gauge and these are recorded on an oscillo- 
graph, the tracing being photographed. The records 
are analyzed by measuring the areas under the 
tracing, the results being expressed either as per- 
centage changes in activity or as dynes per gramme 
of myometrium per minute, for tone, contractility, 
and total work. [The original paper must be con- 
sulted for details.] The major effect of 1.5 minims 
(o.1 ml.) of ‘‘ pitocin’’ (oxytocin) intravenously 
was an increase in tone; after an initial increase in 
the first 3 minutes, rhythmic activity decreased 
below the level in the control. 

The antihistamine substances, ‘‘pyribenzamine’’ 
and ‘‘ benadryl ’’, increased both tone and activity 
of the uterus equally. After low doses (0.25 to 0.5 
mg. per kg.), especially of benadryl, a loss of 
activity often followed the oxytocic effect. Ina 
pregnant rabbit with one uterus made sterile by 
previous ligation of the Fallopian tube, records 
were made from both gravid and non-gravid loops. 
The work done by the gravid uterus was 150.4 per 
cent of that done by the control in the first 
3 minutes after pyribenzamine, whereas that of the 
non-gravid uterus was 131 per cent of the control 
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figure. The rhythmic activity of the non-gravid 
uterus was affected more than the tone; the opposite 
was true of the gravid uterus. Pyribenzamine had 
much the same action in pregnant and non-preg- 
nant animals. Derek R. Wood 


417. Action of Piperidine Methyl-3-benzodioxane 
on the Uterus. (Action du pipéridineméthyl]-3-benzo- 
dioxane (933F) sur l’utérus). 

By A. Rupeanu, V. Petrescu, and P. Dumti- 
trEescu. Bull. Acad. Méd. Roumanie., 20, 73-75, 
1947. 

The action on the isolated uteri of rabbits, cats, 
and rats of piperdine methyl-3-benzodioxane, a syn- 
thetic substance, also called 933F, was tested. One 
to 10 pg. provoked contractions of the resting uter- 
us; the already active (pregnant) organ contracted 
more forcibly, more frequently, and more rhythmi- 
cally under the influence of the drug. Doses 
between 10 and 100 pg. increased the force of the 
contractions. Still higher doses—between o.1 and 1 
mg.—excited more frequent contractions. Occa- 
sionally these high doses caused a pronounced in- 
crease of muscle tone accompanied by a temporary 
diminution of the amplitude of contraction. Doses 
over I mg. produced irreversible tetanic spasm of 
the uterus. 

The drug was tried on 15 women, including primi- 
gravidae and multigravidae, before and during 
labour. Tablets of 0.1 g. were administered to 14 
patients, and 0.15 g. to the other patient. If given 
before labour had started, the drug provoked uter- 
ine contractions. If administered during labour, 
the frequency and the intensity of the uterine con- 
tractions were increased within 20 to 40 minutes, 
the contractions being regular and rhythmical; this 
effect was noticeable for 2 to 4 hours. In only 3 
women, however, were the contractions efficient, 
resulting in delivery after 5 to 6 hours. (The 
babies were slightly cyanosed.) The contractions 
induced before labour had begun had resulted in 
‘false labour ’’. No ill effects of the drug were 
noticed. The authors conclude that the clinical 
action of 933F is inconstant. N. Alders 

418. Inhibitors of Uterine Activity (Zur Frage der 
Uterushemmstoffe. ) 

By T. Antorne. Klin. Med., Wien., 3, 979-085, 
Dec. 15, 1948. 10 figs., 16 refs. 

419. Value of Soybean Trypsin Inhibitor in Prevent- 
ing the Toxic Effects of Human Placental Thrombo- 
plastin. 

By L. D. Furtron and E. W. Pace. Proc. Soc. 
exp. Biol., N.Y., 68, 596-598, July-Aug. 1948. 
14 refs. 


420. The Present Course of Puberty in Girls 


Attending Technical Schools in Central Germany. (Der 
gegenwartige Verlauf der Pubertat bei der weiblichen 
Berufsschuljugend in Mitteldeutschland.) 

By H. Grimm. Zbl. Gynik. 70, 8-18, 1948. 2 
figs., 13 refs. 
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421. Physiological Variations in the Cells of the 
Vagina. (Variaciones fisiologicas del contenido celular 
de la vagina.) , 

By C. M. Rossr. Rev. clin. esp., 31, 71-84, Oct. 
31, 1948. 12 figs., bibliography. 


PREGNANCY. 


422. A New Method of Estimation of Chorionic 
Gonadotrophin. (Dosagem do horm6nio coriénico por 
novo processo. ) 

By N. DE Castro Bargzosa. 
25, 115-120, Feb. 1948. 

The author, who applied Galli Mainini’s (Sem, 
Méd., 1947, 54) pregnancy test to the quantitative 
assessment of the chorionic hormone in urine, estab- 
lished that: (1) spermatozoa appear in the urine of 
toads (Bufo marinus) approximately one hour after 
injection of chorionic hormone; (2) the time of 
appearance of spermatorrhoea does not vary with 
the quantity of hormone injected; (3) the minimum 
amount of hormone necessary to produce sperma- 
torrhoea is 10 international units. Therefore the 
concentration of hormone in a given liquid can be 
easily deduced from the amount known to be 
capable of inducing spermatorrhoea. A. Lilker. 


An. brasil. Ginec, 


423. Crystalline Human Chorionic Gonadotrophin 
and its Biological Action. [In English. ] 

By L. Crarsson, B, HOEGBERG, T. ROSENBERG, 
and A. WestMAN. Acta Endocrinol., Kbh. 1, 1-18, 
1948. 9 figs., 13 refs. 

This paper from Sweden describes a method of 
preparing crystalline, electrophoretically homoge- 
neous chorionic gonadotrophin. The hormone is 
adsorbed from human pregnancy urine (first to third 
month of pregnancy) on to benzoic acid and the pre- 
cipitate fractionated with ethanol; further precipita- 
tion with protamine and removal of traces of impur- 
ities with Reinecke salt produce a crystalline form 
of the hormone assaying at 6 to 8,000 i.u. (interna- 
tional units) per mg. The crystals are in the form of 
long thin needles. The crystalline chorionic gonad- 
otrophin produces growth and maturation of follic- 
les followed by corpus luteum formation in the 
ovaries of intact mice, rats, and rabbits, but leads 
only to hyperplasia of the interstitial cells in the 
ovaries of hypophysectomized rats. This suggests 
a synergism between the chorionic gonadotrophin 
and the pituitary-follicle-stimulating hormone. 

Intravenous injections in 30 patients in doses up 
to 12,000 i.u. a day on three successive days were 
given; there were no reactions. In 10 cases in which 
laparotomy was performed 5 to 7 days after the first 
injection, intensively growing Graafian follicles were 
seen, several showing moderate cystic dilatation 
and some a tendency to form a corpora atretica, 
there were no signs of luteinization. This suggested 
that crystalline chorionic gonadotrophin stimulates 
the follicular system only in the human ovary. Un- 














lar 


lic- 
the 


the 
ests 
hin 


up 
ere 
ich 
airst 


yere 
tion 
ica; 
sted 


ates 








REVIEW OF CURRENT LITERATURE 


nary oestrogen excretion increased to a maximum 
24 hours after the first injection. 

Patients suffering from amenorrhoea believed to 
be of hypopituitary origin were treated with crys- 
talline chorionic gonadotrophin on the assumption 
of a synergism between this hormone and pituit- 
ary-follicle-stimulating hormone; rhythmical uterine 
bleeding was induced. In patients treated with a 
total of 36,000 i.u. of crystalline chorionic gonado- 
trophin and 3,000 i.u. of pregnant mare’s serum 
gonadotrophin, and subjected to laparotomy 6 to 7 
days after the first injection, newly formed corpora 
lutea with an acceleration of the growth of the 
follicles without atresia were seen. 

[The authors remark on the limited number of 
cases in which these trials have been carried out, 
and promise further publication of detailed analyti- 
cal results and more information on the physico- 
chemical properties of the hormone. } 

G. S. Crockett 


424. Studies on Insufficientia Pelvis (Gravidarum et 
Puerparum). [In English. ] 

By S. GENELL. Acta obstet. gynec. scand., 28, 
1-37, 1948. Bibliography. 

The phenomena of relaxation and widening of the 
symphysial amphiarthrosis during pregnancy have 
long been recognized. The author gives an excel- 
lent and succinct historical account and summarizes 
the investigations carried out in animals (notably 
the guinea-pig); endocrine investigations into the 
role of oestrogens, progesterone, and “‘ relaxin ’’; 
and radiological measurements. His own contribu- 
tion is based on clinical details derived from 97 cases 
(0.8 per cent of a total number of 12,500 deliv- 
eries). 

The clinical condition he terms “‘ pelvic insuffi- 
ciency ’’. Of his cases 35 per cent were in primigra- 
vidae. Subsequent labour is usually easy. The 
symptoms noted are “‘ fatigue ’’, sciatica, and diffi- 
culty in walking, in going upstairs, and in getting 
up from a deep chair. The waddling gait is charac- 
teristic and there is frequently tenderness on palpa- 
tion over the symphysis. Milder cases without 
noticeable instability may be detected by Trende- 
lenburg’s sign. Secondary symptoms arise from 
contractures of the erector spinae muscles. Radio- 
graphs may show distinct decalcification and ragged 
outlines of the pubic bone ends. Wide separation is 
not necessarily itself related to symptoms. Treat- 
ment consists in helping pelvic stability by a corset 
or plaster-of-paris girdle. Calcium and vitamin D 
may be given [rather hypothetically |], and contrac- 
tures relieved by a small cushion under the lumbar 
region. 

[An interesting and useful paper covering a defi- 
nite section of the physiology and pathology of 
pregnancy. | Kenneth Bowes 


‘ 


425. Loosening and Rupture of the Symphysis Pubis 
during Pregnancy and Labour. (Symphysenlockerung 
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und Symphysenruptur wahrend der Schwangerschaft 
und unter der Gebiirt.) 


By H. FINKBEINER. Z. Geburtsh. Gynik. 129, 
186-204, 1948. 4 figs., bibliography. 

An exhaustive review of the literature on loosen- 
ing and rupture of the symphysis pubis is given. 
Two kinds of cleft are recognised; (1) the median 
which develops during the second year of life and 
which appears to be functional and determined by 
the erect posture; (2) irregular or traumatic clefts 
which may run in any direction. Rupture of the 
symphysis pubis is determined first by loosening of 
the ligaments by hyperaemia and probably hormo- 
nal influence and secondly by trauma, even of slight 
degree. 


The diagnosis should be confirmed as early as pos- 
sible; sometimes, however, the rupture is only in- 
complete and is made complete by getting up. The 
patient complains of pain on movement of the legs, 
pain in the region of the symphysis pubis on sitting 
up, and occasionally pain of sciatic distribution. 
Radiographs are not as useful as might be expected, 
for there are wide variations in the normal. It is 
pointed out that rupture of the symphysis pubis is , 
often associated with mild pyrexia. This is ex- 
plained by assuming that the raised temperature is 
caused by absorption of a haematoma. Occasion- 
ally rigors have been observed without evidence of 
sepsis. The temperature settled rapidly with 
treatment, which consisted in applying an elastic 
bandage to the pelvis, nursing the patient on her 
side and putting a weight on the upper hip. 


The author reports 16 cases of rupture of the 
symphysis which occurred in twelve years among 
15,711 births, that is, 1 in 982. If this group is 
divided into two, that is, from 1935 to 1940 and 
from 1941 to 1946, it is seen that there has been 
an appreciable increase in the incidence of this con- 
dition, from 1 in 2,318 to 1 in 673. It is suggested 
that this may be due to undernourishment. All 16 
cases were of spontaneous rupture and in 13 there 
were warning symptoms during pregnancy. Three 
patients had a high temperature with rigors which 
subsided with immobilization. The diagnosis was 
made between the first and fourth days of the puer- 
perium. All patients had had normal spontaneous 
deliveries. The prognosis was good. There were 
no deaths attributable to this complication. The 
length of convalescence was between 3 and 8 weeks. 
However, some patients still had symptoms after 8 
months. W. P. Hirsch 


426. Changes in the Urinary Tract in Pregnancy. 
By D.G. Morton. Calif. Med. 69, 439-440, Dec. 
1948. 


427. Haemoglobin Levels in Pregnancy. The Effect 
of the Rationing Scheme and Routine Administration 
of Iron. 
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By L. Wits, G. Hitt, K, BincHam, M. MIALL, 
and J. Wrictey. Brit. J. Nutrit. 1, 126-138, 1947. 
1 fig., 13 refs. 

The authors started an experiment at the end of 
1943 to determine the effects of improved rations 
and of the routine administration of iron upon the 
haemoglobin level in, and the general health of, 
500 pregnant women. Alternate women attending 
an antenatal clinic were given 580 mg. of iron daily, 
or similar capsules as a placebo. Haemoglobin was 
calculated at intervals by the Haldane method, and 
the blood count and serum protein level (Kjeldahl) 
were estimated in some of the cases. 

The mean haemoglobin level in both series fell 
until the thirtieth week of pregnancy, when it rose 
in the treated group but continued to fall in the 
untreated group. During the third trimester the 
mean haemoglobin level in the treated group was 
significantly lower than the initial value and signifi- 
cantly higher than that in the untreated group. This 
difference persisted during the puerperium and was 
still observed a few weeks after delivery. The mean 
value in the treated group had returned to the ini- 
tial level in a week or two after delivery. The major- 
ity of the patients developed a slight macrocytosis 
associated with a mild orthochromic anaemia, In 
untreated multiparous women values were lower 
than those found in similar primiparous women 
throughout pregnancy and the puerperium. 

The mean serum-protein levels in both series fell 
progressively after the twenty-third week until de- 
livery, but 4 to 16 days after delivery the mean 
figure was the same as that observed in early preg- 
nancy [the haemoglobin and serum-protein values 
in the treated and untreated groups might have 
been correlated ]. 

Treatment did not affect the incidence of toxae- 
mia, or puerperal fever, or the infant and maternal 
mortality rates. Postpartum haemorrhage occurred 
more often and was more severe in the untreated 
than in the treated series; this observation was 
confirmed in a much larger series. 

In spite of serious interference with the experi- 
ment by a flying bomb, the authors managed to 
complete this admirable study, which shows that 
the anaemia of pregnancy is not entirely ‘‘ physio- 
logical’’ and that the routine administration of 
iron to pregnant women is desirable. 

H. M. Sinclair 


428. Lysozymic Property of Blood Serum in Preg- 
nancy, Labour and the Puerperium. (Il portere 
lisozimico del siero di sangue saggiato in gravidanza, 
in travaglio di parto e in puerperio.) 

By W. BENOLIEL. Riv. Ostet. Ginec., 3, 117- 
126, Mar.-Apr. 1948. 21 refs. 


429. Bactericidal Property of Blood in Pregnancy. 
Variations in Lysozyme Content. (Sul potere batteri- 
cida ematico nello stato puerperale. Variazioni del 
tasso lisozimico. ) 


*(J. clin. Invest., 1942, 21, 773). 


By D. Carpi. Riv. Ostet. Ginec. 3, 237-244, 
July-Aug. 1948. 5 figs., 8 refs. 

430. The Intravenous Glucose Tolerance Test in 
Pregnancy. 

By D. G. JoHNson and R, W. Bonsnes. /. clin. 
Invest., 27, 745-748, Nov. 1948. 1 fig., 12 refs, 


431. Pregnancy and the Thyroid Gland. 

By J. P. Peters, E. B. Man, and M. HErnMany, 
Yale. J. Biol. Med., 20, 449-463, May 1948. 5 figs., 
25 refs. 

Though it is generally agreed that the thyroid 
gland in pregnancy undergoes hyperplasia, there is 
no evidence that the hyperplasia is accompanied by 
hyperfunction; neither is the admitted rise in basal 
metabolic rate attended by the circulatory and ner- 
vous disturbances that characterize hyperthyroid- 
ism. Clinical hyperthyroidism does not seem to 
influence the course of pregnancy, and, though it 
has been claimed that hyperthyroidism causes 
infertility, habitual abortion, and even toxaemia, 
the evidence is not convincing, due partly, no 
doubt, to the fact that it is not possible to diagnose 
with certainty minor or moderate degrees of thyroid 
deficiency. A basal metabolic rate of —10 or less 
is not conclusive evidence of hyperthyroidism, as 
has been claimed. 

With accurate methods of determining serum 
iodine it seemed to the authors possible that 
some of these uncertainties about the relation 
of the thyroid to pregnancy might be solved. 
In functional disorders of the thyroid gland 
the fraction of iodine which is firmly bound 
to the serum proteins (the precipitable iodine 
of the serum) has been found to reflect with great 
accuracy the activity of the gland, and there is 
reason to believe that most or all of the precipitable 
iodine of the serum actually consists of active thy- 
roid hormone, or thyroxine. The present paper, 
from the Yale University School of Medicine, deals 
chiefly with the concentrations of precipitable 
iodine in the serum of pregnant women measured by 
the method of Man, Smirnov, Gildea, and Peters 
The precipitable 
serum iodine in normal non-pregnant women val- 
ies from 4 to 8 wg. per 100 ml. In pregnant women 
it was distinctly higher, ranging from 6.2 to 11.2 
ug. per 100 ml., the average—8.3 yg.—being just 
above the maximum value for non-pregnant 
women. The rise in iodine level does not follow the 
course .of the basal metabolism, which rises gradu- 
ally only after the fourth menth, whereas the 
precipitable iodine level is already high when the 
pregnancy begins. All the evidence goes to show 
that the increased metabolic rate in the latter part 
of pregnancy is not due to increased thyroid activ- 
ity, though it seems strange that a high concentra- 
tion of thyroxine in the serum should not be accom- 
panied by hypermetabolism. It may be questioned 
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whether this precipitable iodine is thyroxine, or 
whether in pregnancy some other iodine compound 
without calorigenic value may find its way into the 
serum. 

There was no evidence that the iodine level falls 
before delivery, but it soon after drops to normal. 
The evidence obtained suggested that abortion, 
actual or threatened, was apt to occur if the serum 
iodine value was low in the early months of preg- 
nancy, whereas in the later months a low serum 
iodine was compatible with normal pregnancy. It 
was not found possible to predict, from the concen- 
tration of iodine in the serum of a non-pregnant 
woman, her reaction during pregnancy. In those 
who had miscarriages the iodine level rose but little 
during pregnancy, and in some cases it fell. Failure 
of the iodine to rise in value normally during preg- 
nancy does not, therefore, bespeak an antecedent 
thyroid defiency so far as this can be judged from 
serum iodine, but rather an abnormal reaction to 
pregnancy. It is of course possible that patients 
with deficient thyroid activity would have low 
serum iodine in pregnancy and a tendency to abor- 
tion. All women who sought advice because of 
their failure to become pregnant had normal serum 
iodine values, which fails to support the view that 
thyroid deficiency is a frequent cause of sterility. 
Four cases of toxaemia severe enough to warrant 
termination of the pregnancy had the highest serum 
iodine values characteristic of normal pregnancy. 

The authors consider that their data are still too 
incomplete to warrant definite conclusions on these 
matters. The evidence does, however, suggest that 
(1) precipitable iodine increases in the serum in 
pregnancy, and (2) if it does not, abortion is likely 
to occur. Some evidence has been obtained that 
the administration of active thyroid substances 
both raises the serum iodine level and prevents early 
abortion, and three cases are cited in support of this 
view. In two of them in which the serum iodine 
level was low, abortion was apparently prevented 
by administering thyroid. This might be given as 
the extract, gr. 5 (0.32 g.) daily, or as 2 mg. of thy- 
toxine intravenously. Pregnant women seem to 
tolerate large doses of thyroid without excessive 
tise of serum iodine or the appearance of toxic 
symptoms. F. J. Browne 


432. Effect of Temporary Ligation of the Ovarian 
Pedicle on Pregnancy. (Gestacion y ligadura tempo- 
raria del pediculo ovarico.) 

By E. Fets. Rev. Soc. argent. Biol. 23, 196— 
201, Dec. 1947. 2 figs., 5 refs. 

Ligation of the ovarian pedicle in the white rat 
during pregnancy always results in the interruption 
of pregnancy unless carried out in the last 2 or 3 
days, and it is generally agreed that the corpus 
luteum is essential up to the last few days of preg- 
nancy, Temporary ligation of the ovarian pedicle 
has given further information about the part played 
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by the corpus luteum. Ina series of 37 white rats 
a temporary ligation was carried out after pregnan- 
cy had been confirmed by abdominal palpation. In 
19 of these the pregnancy continued, but it termin- 
ated in 18 others by abortion or intrauterine death 
of the foetuses. The result depended on the dura- 
tion of ligation; if this was less than 3 hours the 
pregnancy continued in about four-fifths of cases, 
and if more it continued in only about one fifth. 
The findings were similar in both the first and 
second halves of pregnancy. 

Histological investigation of the ovaries was made 
in order to determine whether the failure of the 
pregnancy to continue after the ligature had been 
applied for more than 3 hours was due to necrosis 
of the corpus luteum or to lack of the corpus luteum 
secretion during that time. It was concluded that 
the factor responsible was the total and irreversible 
necrosis of the corpus luteum which is found in the 
majority of cases when the ligature has been in 
place for more than 3 hours. Bryan Williams 


433. Probability of Normal Development After 
Transplantation of Fertilized Rabbit Ova Stored at 
Different Temperatures. 


By M. C. Cuanc. Proc. Soc. exp. Biol., N. Y., 
68, 680-683, July-Aug. 1948. 5 refs. 


434. When do Active Foetal Movements Begin. 
(Observations on an Embryo in the Eighth Week of 
Development.) (Quando hanno inizio i movimenti 
attivi del feto umano? (A_ proposito di. una 
osservazione su di en embrione all’8 settimana di 
sviluppo) .) 

By G. DELLEPIANE. Riv. Ostet. Ginec., 6, 89-94, 
Mar.-Apr. 1948. 1 fig., 6 refs. 


135. Kidney Function in the Fetus. 


By S. T. TurerstE1n, F. D. CoLeman, and F. H. 
TANNER. Amer. ]. Obstet. Gynec., 56, 1178-1180, 
Dec. 1948. 2 figs. 


436. Early Diagnosis of Pregnancy. [In Russian.] 
By I. N. EzresHviti1. Akush. Gynec., No. 5, 
31-33, 1948. 2 refs. 


In 107 women, Olshanetsky’s modification 
(Vracheb. Delo, 1947, No. 4, 311) of the Guterman 
reaction was carried out at the Kharkov Institute of 
Medicine. In 34 pregnant women the reaction was 
positive; of 19 cases of threatened or incomplete 
abortion, it was positive in 16. In 21 cases of geni- 
tal inflammation, 2 positive reactions were obtained. 
The correct diagnosis was made by this reaction 
in 6 cases of suspected extrauterine pregnancy (4 
positive, 2 negative). Thus, of a total of 53 preg- 


nant women, 50 gave a positive Guterman reaction; 
of 48 not pregnant, 2 gave a positive reaction. The 
3 errors in pregnancy occurred in cases of incom- 
plete abortion. 


S. S. B. Gilder 
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437. The Brown Modification of the Wiltberger- 
-Miller Pregnancy Test. 
By A. L. Brown. 

1114, Nov. 1948. 


Ohio St. med. J., 44, 1113- 


438. The Ovarian Hyperemia Reaction: Its Use in 
Qualitative and Quantitative Tests for Urinary Chorio- 
nic Gonadotropin. 

By E. W. BEHNKEN, C. W. Lioyp, and E, C. 
HucHEs. Amer. J. Obstet. Gynec., 56, 930-934, 
Nov. 1948. 18 refs. 


439. The Male-toad Test for Pregnancy. 
By M. Haines. Lancet, 2, 923-926, Dec. 11, 
1948. 1 fig., 4 refs. 


440. Ovarian Transplants into the Anterior Chamber 
of the Rabbit’s Eye. (Transplantos de ovario a la 
camara anterior del ojo del conejo.) 

By J. P. Arzac, E, VeLéz, and L. G. FLorgs. 
Rev. méd. Hosp. gen., 11, 208-212, Mar. 1948. 4 
figs., 8 refs. 

In these experiments 8 female and 5 male rabbits 
were used. The transplants remained alive and 
functionally active, regardless of the sex of the 
receptor animal, responding physiologically and 
histologically to gonadotrophic hormones, both 
autogenous and introduced. It is suggested that 
animals with intraocular ovarian transplants 
should be used for pregnancy tests. A. Lilker 


441. The So-called Prolongation of Pregnancy. (La 
supuesta prolongacién del embarazo.) 

By E. Urzaiz RopriGuez. Obstet. Ginec. lat.- 
amer., 6, 426-442, Sept. 1948. 


442. The Role of Roentgenology in Obstetrical 
Diagnosis and Management. 

By G.I. Nortonand C. B. Perrce. McGill med. 
J.. 17, 345-358, Oct.1948. 15 figs., 7 refs. 


443. Influence of Prophylactic Vitamin Therapy 
(Vitamin C and Cod-liver Oil) on the Condition of the 
New-born Infant. [In Russian.] 

By M. A. Petrov-Mas.akov. 
No. 3, 32-35, May-June 1948. 

An account is given of the experience gained in 
administering vitamin C and cod-liver oil to preg- 
nant women during the siege of Leningrad. The 
author concludes that prophylactic vitamin ther- 
apy is particularly indicated in early cases of tox- 
aemias of pregnancy. Nicolas Tereshchenko 


Akush. Ginek. 


444. The Clinical Significance of Nutritional Defici- 
encies in Pregnancy. 

By W. T. Tompkins. Bull. N.Y. Acad. Med., 24, 
376-388, June 1948. 

The effect of improved nutrition on maternal and 
infant we'l-being has been investigated over a 
period of 9 years at the Prenatal Clinic of the Phila- 
delphia Lying-in Hospital. A minimum optimum 
diet for a woman of 129 lb. (58.5 kg.) weight at the 
beginning of pregnancy has been developed, consis- 
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ting of 110 g. protein (80 g. animal protein), 85 g. 
fat and 300 g. carbohydrate; this provides about 
2,200 calories. It was found best to give 6 small 
meals a day at 3-hourly intervals to overcome the 
nausea, vomiting, and fatigue, which result from 
hypotonicity of the gastro-intestinal tract in early 
pregnancy. Persistent personal supervision is nec- 
essary to establish such a regime. Fruit and fruit 
juices are restricted to two servings daily as exces- 
sive ingestion of fruit and sugar tends to produce 
oedema due to hypoproteinaemia, the patient taking 
fruit instead of the all-important protein element 
in her diet. Fluid restriction is not as important as 
maintenance of protein intake in preventing fluid 
retention, but the patients are advised to drink not 
more than 8 glasses daily. Salt cannot be restricted 
without making the diet unpalatable, and such 
restriction has not been found necessary with 
patients under nutritional control. Pastry, ice- 
cream, candy, and nuts are all strict!y forbidden. 

A ‘control group’’ was taken from 772 emer- 
gency patients who had not received prenatal care, 
and a table shows the increase in complications in 
this group over the ‘‘ research group ’’. 

Vitamin deficiencies of minor degree were present 
in 98 per cent of the ‘‘ research ’’ cases, the com- 
monest being glossitis, gingivitis, fatigue, and gas- 
tro-intestinal hypotonia. In many cases during the 
second trimester a typical syndrome developed, 
characterized by fatigue, lassitude, and depression, 


Research 


Control % 
Group (593) Group (772) —In- 
No.. % No. % — crease 





Total baby deaths 11 1.85 18 2.33 26 


Stillbirths i 0.84 9 1.16 38 
Neonatal deaths... 6 1.01 9 EIG. 25 
Prematurity ice 24 4.16 54 7:07 70 
Pre-eclampsia ... 0 ° 12 1.56 — 
Eclampsia or 20) o) I 0.130 — 


which improved rapidly with parenteral adminis- 
tration of vitamin B complex, indicating that ab- 
sorption of vitamins may be incomplete even with 
a well-balanced diet and a co-operative patient. 

Anaemia in pregnancy is rarely of the iron defici- 
ency type, and therefore does not respond to iron 
therapy. Whole liver and vitamin supplements 
effect a rapid improvement. The author does not 
believe that the so-called hydraemia of pregnancy 
is physiological, but rather thatgt is due to hypopro- 
teinaemia. 

The toxaemias of pregnancy are also believed to 
be due to dietary deficiency, and the significance of 
a rapid weight gain during the second trimester is 
stressed. Ifa patient gains more than 2 lb. (0.9 kg-) 
a month, pre-eclampsia is likely to deve'op, but this 
can be prevented by stabilizing the diet. Severe 
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pre-eclampsia and eclampsia did not occur in the 
‘ research group ’’ and there was a marked decrease 
in the incidence of mild toxaemia. The author 
concludes that the health of both mother and child 
depends very largely on maternal nutrition, and 
stresses that, if dietary control is to be effective, it 
must be instituted at the onset of pregnancy. 
Margaret Puxon 


445. Classification and Etiology of the Functional 
and Organic Disturbances of Pregnancy (Gestoses). 
[In English. ] 

By H. Sauramo. Acta obstet. gynec. scand., 
28, 1-64, 1948. 31 refs. 


446. A Discussion of Classification of Toxemias of 
Pregnancy. 

By L. E. SavEL. Amer. J. Obstet. Gynec., 53, 
505-512, Mar. 1947. 5 refs. 

The correct diagnosis and classification of disease 
processes are important, increasing the understand- 
ing of the basic pathology involved and aiding ad- 
vances in therapy and prognosis. A classification 
must not be based on subjective symptoms but on 
unequivocal objective evidence. In this paper an 
attempt is made to show that on objective informa- 
tion the toxaemias of pregnancy can be fairly 
accurately differentiated. The classification of 
the toxaemias of pregnancy, outlined by the 
American Committee on Maternal Welfare in 1940 
and reproduced below, has been used as a basis for 
this discussion. 


Group A. Diseases not peculiar to pregnancy. 
1. Hypertensive Disease. 
a. Benign. 
b. Malignant. 
2. Renal Disease. 
a. Chronic vascular nephritis. 
b. Glomerulo-nephritis. 
c. Nephrosis. 
d. Other forms of severe renal disease. 


Group B. Diseases dependent on or peculiar 
to pregnancy. 

1. Pre-eclampsia. 
a. Mild. 
b. Severe. 

2. Eclampsia. 
a. Convulsive. 
b. Non-convulsive. 


Group C. Vomiting of pregnancy. 


Group D. Unclassified toxaemias. 

The symptoms and signs commonly associated 
with the diseases listed in the classification have 
been tabulated for comparative study. These are 
listed as: time of onset, headache, scotoma and 
diplopia, epigastric pain, oedema, cardiovascular 
changes, renal function changes, changes in blood 
chemistry, and response to treatment. The diseases 
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not peculiar to pregnancy are considered as pseudo- 
toxaemias and are included in the classification 
because the underlying pathological lesions in each 
of these diseases tend to be aggravated by the 
increased physiological demands of the pregnant 
state and tend to produce symptoms one or more 
of which simulate those of group B. 

The designations ‘‘ mild ’’ and ‘‘ severe ’’ should 
be abandoned in the classification of pre-eclampsia, 
the differentiation being of hardly more than 
academic interest. The need is urged for blood 
chemistry studies and evaluation and the inclusion 
of changes in blood chemistry as criteria of classi- 
fication is suggested. The uric acid and non- 
protein nitrogen levels, the ratio of uric acid to 
non-protein nitrogen, and the carbon-dioxide com- 
bining power of the blood are the chemical factors 
of value. 

The importance of correct diagnosis and classi- 
fication of toxaemias is stressed and the value of 
accurate classification for therapy, prognosis, and 
statistical study is emphasized. Lilian Raftery 


447. Aetiology, Pathogenesis and Classification of 
Toxaemias of Pregnancy. (Consideraciones sobre el 
concepto, etiologia, patogenia y clasificacion de las 
gestosis. ) 

By A. G. E. Canaes, Medicina, Madrid, 16, 242- 
257, Oct. 1948. 2 figs., 31 refs. 


448. An Evaluation of Plasma Pitocinase Determina- 
tion in the Toxemias of Pregnancy. 

By G. T. Aracon. Amer. J. Obstet. Gynec, 55, 
961-966, June 1948. 4 figs., 23 refs. 

It has been claimed that eclampsia is due to 
excess of posterior pituitary extract in the blood, 
and that in pregnancy this substance is normally 
destroyed by an enzyme to which the name 
‘* pitocinase’’ has been given; if this enzyme is 
not present in sufficient quantity eclampsia may 
result. The present study was undertaken at the 
Chicago Lying-in Hospital to determine whether 
there was any significant relation between the 
plasma pitocinase and the toxaemias of pregnancy. 
It included 50 pregnant women, 33 of whom had 
toxaemia. The results showed that the pitocinase 
levels were not of any diagnostic or prognostic 
value. In the 4 eclamptic cases the pitocinase levels 
were high. The hypersensitivity to pressor sub- 
stances shown by eclamptic and pre-eclamptic 
women is independent of plasma pitocinase levels. 

F. J. Browne 


449. Citrin and Ascorbic Acid Therapy in Chronic 
Arthritis and Toxaemia of Pregnancy. (Citrin- och 
askorbinsyratillforsel vid kronisk polyartrit eller 
graviditetstoxikos. ) 

By B. Exman. Nord, Med., 38, 1112-1115, June 
4, 1948. 3 figs., 12 refs. 

The author has followed up certain earlier obser- 
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vations on the detoxicating action of flavones by 
administering citrin in cases of chronic polyarthi- 
ritis with a raised indole excretion. A daily dose 
corresponding to 45 mg. of quercetin was given 
intravenously to 10 patients for 10 days, during 
which time the average daily indole excretion fell 
by about 50 per cent (from 4.3+0.73 to 2.44+0.34 
mg.) and the average daily indoxyl sulphate excre- 
tion by about 25 per cent (from 47.1+1.5 to 
36.6+1.63 mg.). Similar results were obtained in 
a subsequent series of 12 patients. In neither series 
did large doses of ascorbic acid have any effect 
on indole excretion. No clinical change was pro- 
duced in the rheumatic condition of any of the 
patients. Citrin and ascorbic acid were then 
then administered in a series of 10 cases of toxaemia 
of pregnancy; the daily dose of the former cor- 
responded to 150 mg. of quercetin, and the daily 
dose of the latter was 300 mg. There was an 
immediate fall in blood-pressure and in albumin- 
uria as measured by the Esbach method. Only 
3 patients remained in hospital long enough for the 
effect of withdrawal to be observed, and in all these 
3 cases the cessation of therapy was followed by a 
rise in blood-pressure and return of albuminuria. 
B. Nordin 


450. Toxemia Superimposed upon Prepregnant 
Hypertension Treated by Splanchnicectomy. 

By M. M. Peet, E, M. Isserc, and R. C. 
Bassett. Surg. Gynec. Obstet., 86, 673-679, June 
1948. 5 figs., 7 refs. 

During the past 5° years, at the University of 
Michigan Hospital, bilateral supradiaphragmatic 
splanchnicectomy with lower dorsal sympathetic 
ganglionectomy has been performed on 5 patients 
whose pregnancy was complicated by toxaemia of 
pregnancy superimposed on previous hypertensive 
cardiovascular disease, 

The authors give detailed case records of these 
patients and claim complete cure of 2 in whom after 
operation the toxaemia disappeared, living infants 
were obtained, and normal blood-pressure has per- 
sisted for 4 and 2 years respectively since delivery. 
In the remaining 3 cases the operation exerted no 
influence on the toxaemia, but in 1 the blood- 
pressure level has decreased significantly since 
delivery, compared with the level before preg- 
nancy. In the fifth case, splanchnicectomy in no 
way arrested the hypertensive disease and death 
occurred 14 months after miscarriage. This patient 
had marked impairment of renal function as 
evidenced by urea clearance values of 40 and 36 
per cent of normal. The authors expect little from 
splanchnicectomy in patients with such impair- 
ment and suggest that the proper treatment is 
termination of pregnancy. 

The claim is made, in the light of these results, 
that splanchnicectomy should be considered in cases 
of toxaemic pregnancy superimposed on pre- 
existing hypertension before decision is reached to 
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interrupt the pregnancy. The surgical treatment of 
hypertension also gives a good chance of obtaining 
a living infant; moreover, the underlying hyper. 
tensive state may be permanently relieved. 

The authors state that hypertensive vascular 
disease is an important predisposing factor in 
toxaemia of pregnancy and that in 50 per cent of 
pregnancies complicated by such hypertension 
development of toxaemia can be expected. They 
find it impossible to predict in which patients 
hypertension will be cured or ameliorated by 
splanchnicectomy; if toxaemia does not subside or 
disappear within 3 weeks after operation pregnancy 
should be terminated. They also conclude that the 
young hypertensive female who desires a preg. 
nancy should be advised to have the essential 
hypertension treated by splanchnicectomy; if 
normal blood-pressure is maintained for a year 
thereafter, pregnancy may be attempted and the 
patient assured that she is reasonably protected 
against harmful late vascular effects and that her 
chances are excellent for giving birth to a normal 
infant. Donald Beaton 


451. Role of the Renal-pressor System in the Patho- 
genesis of Hypertension in Pregnancy. [In Russian.] 

By P. D. Gorizontov and E. I. ANDREEva. 
Akush. Ginek., No. 3, 8-11, May-June 1948. 3 figs. 

A very short account is given of the effect of preg- 
nancy on the blood-pressure of rabbits in which 
hypertension was produced by causing renal 
ischaemia. In all cases during the actual preg- 
nancy the blood-pressure was lowered, but returned 
to the original high level after labour. The authors 
conclude that the hypertension of pregnancy is not 
caused by the renal pressor system. 

Nicolas Tereshchenko 


452. The Evaluation of Hypertension in Pregnancy. 
(A hypertonia értékelése a terhességben.) 

By G. Varxkonyi. Orv. Lapja, 4, 1569-1571, 
Dec. 5, 1948. 16 refs. 


453. A Clinical Study on Toxaemias of Pregnancy. 
Analysis of a Ten-year Period. 

By I. Liguornik and E, Rapau. Acta med. 
ovient., Tel-Aviv, 7, 109-114, May-June 1948, 17 
refs. 


454. Albuminuria of Pregnancy and Eclampsia. 
Their Reciprocal Relations. (Albuminurie gravidique 
et éclampsie convulsive. Leurs rapports réciproques.) 

By M. Riviere and L. F* P. PEISSONNIER. 
Gynéc, et Obstét., 47, 640-645, 1948. 

455. Methionine and Toxaemias of Pregnancy 
(Metionina y gestosis. ) 

By D. P. Acosta. Rev. méd.-quirtirg. Oriente, 
9, 148-161, Sept. 1948. 19 refs. 
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450. A Hepatic Form of Toxaemia of Pregnancy. 
(Gestosis a forma hepatica.) 

By N. Quirno, D. Nottine, N. O. Dr Fonzo. 
Prensa méd. argent., 35, 2334-2337, Dec. 3, 1948. 


457. Prevention and Diagnosis of Late Toxaemias 
of Pregnancy. (Apreciacdes e conceitos em térno a 
prevengdo e ao prognéstico das toxemias tardias da 
prenhez.) 

By J. DE REZENDE and I. DE OLIVEIRA FIGUEI- 
rEDO. Fev. Ginéc. Obstét., 2, 582-610, Oct. 1948. 
Bibliography. 


458. Prevention and Modern Treatment of Eclamp- 
sia. 

By A. McALLIsTER. Med. Press, 220, 511-514, 
Dec. 15, 1948. 


459. Prevention of the Toxemias of Pregnancy. 
By J. E. Savace. Bull. Sch. Med. Maryland, 33, 
63-69, Oct. 1948. 18 refs. 


460. Observations on the Use of Veratrum Viride in 
the Toxemias of Pregnancy. 

By J. R. Wittson. Med. Clin. N. Amer., 32, 
1673-1682, Nov. 1948. 23 refs. 


461. Familial Eclampsia. 
sie.) 

By G. Anpers. Zbl. Gynik., 70, 256-260, 1948. 
1 fig., 13 refs, 


(Ueber familiire Eklamp- 


462. Etiology of Eclampsia. Evaluation of Some 
of the More Recent Theories. 


By H. W. Jounson. Texas J. Med., 44, 527-532, 
Nov. 1948. 12 refs. 


463. Does Eclamptogenic Toxemia Cause Chronic 
Hypertension? 

By L. C. Cuestey. Bull. M, Hague Maternity 
Hosp., 1, 81-84, Sept. 1948. 12 refs. 


464. Eclampsia in Central Africa. 
eclamptogéne en Afrique centrale.) 

By J. Lamsititon. Brux. méd., 28, 2562-2568, 
Dec. 5, 1948. 8 refs. 


(La_ gestose 


465. Premature Separation of the Normally Inserted 
Placenta. (Deslocamento premature da _ placenta 
normalmenta inserida. ) 

By A. H. Furrapo. 
576-580, Nov. 1948. 


Rev. Ginec. Obstet., 2, 


466. A Case of Placenta Accreta Found at Caesarean 
Section Performed for Placenta Praevia. (Placenta 
accreta nalezend pri cisarském rezu pro placentu 
previi.) 

By J. Meznix. 
459, 1948. 8 refs. 


Ceskoslov. Gynaek., 13, 450- 


467. Pathogenesis and Definition of the Abortive 
Ovum. (Pathogenese und Definition des Abortiveies.) 

By G. HormMann. Geburts. u. Frauenheilk., 8, 
809-812, Dec, 1948. 3 refs. 


2goI 
468. Habitual Abortion, 


By C. T. Javert. N.Y. St. J. Med., 48, 2595- 
2598, Dec. 1, 1948 


469. Estimations of Tocopherol in Serum in Normal 
Pregnancy and in Abortion. (Serumtokopherolbestim- 
mungen in der normalen Schwangerschaft und bei 
Aborten.) 

By O. Kaser. Schweiz. med. Wschr., 78, 535- 
536, June 5, 1948. 25 refs. 

Since the demonstration by Evans and his col- 
leagues of the relation between avitaminosis E in 
rats and faulty development of the fertilized ovum 
and premature death of the foetus, numerous papers 
have appeared on the relation between threatened 
and habitual abortion in women and vitamin E 
deficiency. The following difficulties are encountered 
in investigating this relation in women, (1) It is 
not possible to produce avitaminosis but only a 
hypovitaminosis; if there is hypovitaminosis E 
other essential and non-essential food factors are 
also lacking and may cause abortion. (2) it is not 
correct to assume that the non-occurrence of abor- 
tion in patients with threatened and habitual 
abortion treated by vitamin E is the result of this 
treatment. (3) The typical pathological findings in 
the ovum of the vitamin E deficient rats have not 
been observed in human abortion. 

The author investigated the tocopherol content 
of serum in 48 normal pregnant women at various 
stages of pregnancy. In 14 women in the first 
half of pregnancy the serum tocopherol value 
was between 0.32 and 0.96 mg. per 100 ml. 
(average 0.68); in 26 women in the second half of 
pregnancy values lay between 0.54 and 1.86 mg. 
per 100 ml. (average 1.12). This striking and con- 
stant increase in the second half of pregnancy has 
already been demonstrated by Abderhalden. Eight 
patients were investigated in the puerperium and 
values ranged between 1.0 and 1.2 mg. per 100 ml. 
In 28 women who aborted with normal foetuses in 
the first 5 months of pregnancy serum tocopherol 
values lay between 0.32 and 1.8 mg. per 100 ml. 
(average 0.78); in 17 women who aborted with 
abnormal foetuses in the first 5 months of preg- 
nancy figures were between 0.45 and 1.12 mg. per 
100 ml. (average 0.76). 

The average amount of serum tocopherol in cases 
of abortion was found to be higher than in the 
control series. Further, in none of the abortion cases 
was the amount less than 0.4 mg. per 100 ml., which 
is generally taken as the lowest limit of normal. 
In the normal group there was 1 patient who had 
only 0.32 mg. tocopherol per roo ml., and her 
pregnancy pursued a normal course. The author 
concludes that his investigation showed that no 
part, or at the most an insignificant one, was played 
by vitamin E hypovitaminosis in abortion and that 
there was also no evidence that malformation of 
the embryo might be the result of vitamin E 
deficiency. Gladys Dodds 
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470. Treatment of Abortion. (Om Abortbehandling.) 


By V. Oram. Ugeskr. Leg., 110, 724-728, June 
17, 1948. 3 figs., 14 refs. 

This report describes the routine treatment 
adopted at Aarhus hospital in all of the 1,615 cases 
of abortion admitted during the past 20 years. 
During the whole period there was only 1 death, 
but this patient was moribund on admission, having 
been treated at home for 2 weeks, and the author 
therefore excludes her from the series. Non-febrile 
patients are taken to the operating theatre on the 
day after admission. If the os is sufficiently 
dilated the uterus is evacuated; if not, the operator 
waits until dilatation has occurred. In febrile cases, 
operation is delayed until the pyrexia has sub- 
sided unless there is dangerous haemorrhage. The 
operation is performed as follows: the parts are 
washed with soap and water, and shaved; the 
vagina is douched with 1 in 1,000 chloramine and 
a chloramine tampon is inserted; the uterus is 
evacuated and curetted under partial or total ethyl 
chloride anaesthesia. Every operation is performed 
by the chief surgeon or one of his deputies. The 
patient is discharged on the third or fourth day. 

B. Nordin 


471. Attempt at Treatment of Threatened and 


Habitual Abortion with Progesterone. [In Russian. ] 
By E. F. Popova, Akush, Ginek., No. 5, 16-19, 


1948. 1 ref. 


Progesterone was injected into 37 in-patients in 
early pregnancy—33 threatening abortion and 4 
who had suffered from habitual abortion. Preg- 
nanediol was estimated in the urine of 16 women 
by the Ordinets modification [details not given] or 
the Guterman reaction. In 8 of these the reaction 
was negative and in 6 only weakly positive. After 
treatment with progesterone, the test was repeated 
in 4; in 3 the reaction had become positive. The 
hormone was given in 5-mg. doses intramuscularly 
every 1 to 2 days, to a total of 25 to 260 mg., and 
in cases of threatened abortion after bleeding had 
ceased 25 to 50 mg. was implanted subcutaneously, 
latterly through a cannula after puncturing the skin 
with trocar and cannula. Some 4 to 5 hours after 
the first injection of progesterone pain in sacral 
and hypogastric areas was observed; this lasted for 
2 to 3 hours, after which bleeding usually stopped. 
A minimal course consisted of 50 mg. In habitual 
abortion, administration continued from the fifth 
week to the twentieth week. In late pregnancy 
colicky pains were relieved by administration of 
5 to 10 doses of 5 mg. In 18 of the 37 cases, preg- 
nancy continued to term, in 4 it ended in premature 
delivery, and in 11 abortion occurred. Four cases 
are under observation. 

Fifteen women have received out-patient treat- 
ment with progesterone, continuing their work, 
meanwhile; 6 had a history of habitual abortion 
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and g threatened abortion, In 10 pregnancy con. 
tinued to term; in 5 pregnancy is continuing. 
S. S. B. Gilder 


472. Diethylstilbestrol in the Treatment of Idio. 
pathic Repeated Abortion. 

By B. Lapan, N.Y. St. J. Med., 48, 2612-2614, 
Dec. 1, 1948. 12 refs. 


473. Treatment of Habitual Abortion with Proges. 
terone and Vitamin E. (Tratamiento del aborto habi- 
tual con progesterona y vitamina E.) 

By A. J. Fatco. Prensa méd. argent., 35, 2163- 
2165, Nov. 5, 1948. 


474. Trauma and Interruption of Pregnancy. 
By A. W. Dippte. Texas J. Med., 44, 520-524, 
Nov. 1948. 


475. Analysis of Therapeutic Abortions, Bellevue 
Hospital 1935-45. 

By I. K, PERLMuTTER. Amer. J. Obstet. Gynec., 
53, 1008-1018, June 1947. 14 refs, 

The author states that difficulty exists in defin- 
ing the borderline between therapeutic procedures 7 
and criminal abortions. Neither the legal nor the F 
medical profession has clarified the situation, as 
the former has failed to provide a clear statement 
of society’s attitude and the medical profession has 
failed to define the indication for therapeutic 
abortion. In America each State has its own legal 
policy. 

An analysis of the therapeutic abortions _per- 
formed at Bellevue Hospital, New York, from June 
I, 1935, to May 31, 1945, was undertaken in order 
to re-evaluate the policy for this institution. While 
15,119 women were delivered 199 pregnancies were 
interrupted, making a ratio of one therapeutic 
abortion to every 76 women delivered (1.23 per 
cent). There was no significant variation as re- 
gards age, colour, and marital status from the group 
of normal obstetric patients. The obstetric 
department was the source of admission in 36 per 
cent of cases, the several medical services in 48.4 pet 
cent, and a combined opinion was taken in 15.6 pet 
cent. The tuberculosis service accounted for most 
of the transfers within the hospital and for 47.8 per 
cent of all the cases. The final decision was reached 
by the gynaecological service at all times and the 
prerogative of refusal was exercised at least 20 times 
because of insufficient medical evidence or because 
pregnancy had gone so far that risks to mother of 
delivery at term and of therapeutic abortion were 
equal. The greatest number of women were 
between 5 and 12 weeks’ pregnant; 28 per cent had 
no living children, the presence of tuberculosis 
being commoner and of cardiac and toxaemic con- 
ditions rarer than in the rest of the series and stet- 
ilization being less frequent by 20 per cent than in 
the entire series. The indications are listed as: 
tuberculosis, cardiac disease, toxaemias, psychosis, 
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epilepsy, multiple sclerosis, arthritis, carcinoma 
of breast, diabetes, and round-cell sarcoma. 
During the 2-year period the trend generally 
follows the conservatism manifest in the indications 
for all therapeutic abortions. A note is made on 
foetal indications for abortion, as in selected cases 
of Rh-negative women and those who have rubella 
in the early months of pregnancy. 

Abortion was carried out by curettage, hystero- 
tomy, hysterectomy, or hysterectomy and steriliza- 
tion. The anaesthetist was consulted before 
operation and his preference followed. There was 
one death in the series (0.5 per cent). A comparison 
is made as regards specific indications between 
the number therapeutically aborted and _ the 
number delivered normally. This reveals an in- 
creasing reluctance to perform abortion for tuber- 
culosis. This observation also holds good for 
cardiac and toxaemic conditions, 

From all the evidence of this study the policy 
at Bel’'evue Hospital from 1935 to 1945 appears to 
have been justified. Its continuation in the future 
is warranted until additional scientific data justify 
its modification. Lilian Raftery 


476. Technique of Interruption of Pregnancy. 
(Bidrag til Teknikken ved Svangerskabsafbrydelse.) 

By V. Oram. Ugeskr. Leg., 110, 731-734, June 
17, 1948. 1 fig., 16 refs. 

Some 313 operations for the termination of preg- 
nancy were performed at Aarhus hospital between 
1927 and 1947, but this report only deals with the 
188 performed since the introduction of the current 
legislation on abortion in 1939. During the first 
2 months of pregnancy dilatation of the cervix is 
carried out, with or without evacuation in one stage. 
If the pregnancy has proceeded beyond 2 months 
the usual method is to rupture the membranes with 
or without subsequent evacuation. The cervix is 
slightly dilated under general anaesthesia and a 
sharp curette introduced into the uterus to punc- 
ture the membranes. Some of the uterine con- 
tents are then scraped out. Immediately before the 
abortion the temperature frequently rises slightly; 
this subsides when the abortion is complete, and 
the rise may be attributed to absorption of material 
from the uterus. No deaths have occurred with 
this procedure, nor has there been any serious 
bleeding. All 59 patients followed up are now in 
good health; 5 have had normal deliveries, 1 has 
aborted, 4 have become pregnant, and 3 who desired 
a further pregnancy have not yet conceived. 

B. Nordin 


477. Interruption of Pregnancy under Local Anal- 
gesia. (Graviditetsafbrydelse i Localanesthesi.) 


By J. L. Hansen. Ugeskr. Laeg., 110, 728-731, 
June 17, 1948. 31 refs. 

Local analgesia has been employed as a routine 
in 90 operations for the termination of pregnancy 
since May, 1946. The indication for termination 
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was pulmonary tuberculosis in 27 cases and 
psychiatric in most of the rest. Morphine, 15 mg., 
was given pre-operatively; 50 to 60 ml. of a solu- 
tion of procaine (0.25 per cent), ‘‘ pantocaine ’’ 
(0.03 g.), and adrenaline (0.25 ml. in 1 in 1,000 
solution per 100 ml. of solution) was injected with 
a Droell syringe into 5 or 6 points around the cervix 
to a depth of 1 to2 cm. In 1 case only a whiff of 
ethyl chloride was also given. In all cases the 
the dilatation of the cervix was performed with 
Hegar’s dilators and was absolutely painless. Eight 
of the patients complained of very mild pain during 
the evacuation of the uterus. The author claims 
that dilatation is much easier under local analgesia 
than under general anaesthesia and that there is 
very much less bleeding. He also points out that 
analgesia is rapidly induced. B. Nordin 


478. Incidence of Criminal Abortion. (Om Antallet 
af kriminelle Aborter.) 

By V. Oram. Ugeskr. Leg., 110, 734-738, June 
17, 1948. 40 refs. 

In an attempt to estimate the incidence of 
criminal abortion in Denmark the writer has set 
out his problem in the form of an equation in which 
the number of criminal abortions is equal to the 
total number of cases treated in hospital and at 
home minus the number of spontaneous abortions. 
The number treated at home has been estimated 
at 20 per cent of the total, and the author adduces 
various grounds for accepting this figure. The in- 
cidence of of spontaneous abortions has been esti- 
mated in the past as anything from 5 to 40 per cent 
of all pregnancies, but the most popular figure has 
been 10 per cent. This latter figure taken in con- 
junction with the previous figure would imply that 
no criminal abortions occurred whatever in town 
or country—an absurd postulate. The author 
therefore tries out various figures for the incidence 
of spontaneous abortion and shows that this inci- 
dence must be set at about 6 per cent for the 
equation to yield a reasonable incidence of criminal 
abortion. He concludes that the incidence of 
criminal abortion in Copenhagen in 1944 was 66 
per cent of all abortions and in the provinces 39 
per cent of all abortions. He shows by the same 
argument that the annual incidence of criminal 
abortion in Copenhagen rose from about 1,000 to 
about 4,000 in the years 1940-5. B. Nordin 


479. Severe Nephritis after Injection of Soap 
Suds into Uterus to Procure Abortion. (Contribution 
a l’étude des néphrites graves, post-abortives, par eau 
de savon.) 

By H. Dax. Mém. Acad. Chir., 
Oct. 14, 1948. 5 figs. 


74, 590-596, 


480. Perforation of the Uterus Following a 
Criminal Abortion with Protrusion of Gangrenous 
Bowel into the Vagina. 

Bv T. R. Woirr. Amer. J. Obstet. Gynec., 56, 
987-988, Nov. 1948. 
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481. Discussion on the Treatment of Septic Abor- 
tion. 

By A. M. Ramsay, I. R. BisHop, C. W. F. 
Burnett, and J. StattwortHy. Proc. R. Soc. 
Med., 41, 317-322, May 1948. 4 refs. 

Ramsay said that the work of the London County 
Council Puerperal Sepiss Unit at the North Wes- 
tern Hospital, Hampstead, has provided an unique 
opportunity for the study of post-abortum and 
post-partum sepsis. The relative incidence of post- 
abortum sepsis has risen steadily in recent years. 
Treatment has been along conservative lines, the 
only indication for operative intervention being 
severe haemorrhage. Operative removal of retained 
products is associated with increased mortality 
and increased incidence of severe complications. 
Penicillin is highly effective against most post-abor- 
tum infections, while the sulphonamides are gener- 
ally useless. From post-mortem records of cases in 
which non-intervention was practised it is shown 
that retention of products of conception is not im- 
portant since these tend to be passed naturally or 
to liquefy and be passed in the lochia. The most 
important principle is to control the infection. 
Routine removal of retained products under general 
anaesthesia is unnecessary. 

Bishop analyzed 2,317 cases of abortion occurring 
over 6 years, 239 cases of septic abortion being con- 
sidered. The treatment adopted was to evacuate 
the uterus after ‘‘ saturation ’’ with sulphonamides 
and penicillin. The author claims that her results 
show that this is a safe procedure. 

Burnett outlined the principles of treatment of 
septic abortion. For type I cases (infection limited 
to the uterus) four lines of treatment were adopted : 
(1) Inhibition of bacterial growth. ‘‘ Sulphatriad ”’ 
(sulphathiazole, sulphadiazine, and sulphamera- 
zine) and penicillin were given, with high fluid 
intake. (2) Prevention of bacterial spread. Inter- 
vention is contra-indicated save in the presence of 
haemorrhage. (3) Maintenance of defensive reaction 
by good diet and nursing. Matched Rh-negative 
blood was given for anaemia. (4) Removal of the 
cause of infection. The uterus must be emptied if 
haemorrhage is severe, but evacuation must be per- 
formed in other cases if temperature and pulse rate 
do not fall to normal, provided there is no evidence 
of extra-uterine spread. Cases of Types II and III 

(spread to other pelvic organs, and general peritoni- 
tis or septicaemia respectively) are treated conser- 
vatively with chemotherapy. Propamidine is 
advocated for anaerobic infections resistant to sul- 
phonamides and penicillin. The dose is 2 mg. per 
kilo body weight, given intravenously. 

Stallworthy pointed out that the placental site is 
a wound. If it is infected, sepsis must be treated, 
if bleeding, the haemorrhage must be stopped. 
Over 800 cases have been treated at the Radcliffe 
Infirmary, Oxford, with only one death, that of a 
patient admitted moribund 1 month after an incom- 
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plete abo:tion. All cases were treated by early 
evacuation of the uterus. Haemorrhage and sepsis 
must be combated by appropriate treatment. In 
the management of gas-gangrene infection, ‘‘ eucor- 
tin ’’ must be given to combat the profound effect 
of Clostridium toxin on the adrenals. 

Josephine Barnes 


482. Cancer of the Cervix in Pregnancy. 
do colo do utero e gravidez.) 

By G. pa Costa. Portugal med., 32, 214-218, 
May 1948. 15 refs. 

The author reports a successful pregnancy, deliv- 
ery, and lactation in a patient with a carcinoma of 
the cervix, The patient was 29, and had had 1 still- 
birth, 2 miscarriages, and 4 healthy children before 
the present pregnancy. For 7 years, however, she 
had had almost complete amenorrhoea but had had 
2 successful pregnancies meanwhile (each ushered 
in by slight vaginal bleeding). During the last preg- 
nancy she had had a slight watery discharge for the 
first three months which became bloodstained and 
during the next 4 months was very variable in 
amount. She had no loss during the last 2 months 
and was delivered spontaneously at term of a heal- 
thy child without any notable haemorrhage. Lacta- 
tion was normal, She came to hospital 2 months 
after delivery (having refused any local treatment 
during pregnancy for fear of affecting the child) 
with an extensive proliferating carcinoma of the 
cervix involving all the vault, both parametria, 
and the anterior vaginal wall. She did not appear 
ill. Biopsy examination revealed a squamous-celled 
carcinoma with many mitoses. Neither surgery nor 
radiotherapy was considered of any help and the 
patient died of peritonitis a month later. 

Points of interest in the case apart from the 
relatively uncommon association of pregnancy and 
carcinoma were the number of previous pregnancies, 
the uneventful delivery (all the authorities agree 
that these cases should never be delivered vaginally 
for fear of fatal lacerations and haemorrhage), and 
the obviously very rapid progress of the growth 
after delivery. A. M. M. Wilson 


(Cancero 


483. Chorionepithelioma Treated with Stilboestrol. 

By S. Kutianper. Lancet, 1, 944-945, June 19, 
1948. 5 refs. 

Having observed the effect of oestrogens in coun- 
teracting the increased production of gonadotrophic 
hormone after castration or during the menopause, 
the author hoped that a similar action would be of 
value in treatment of chorionepithelioma. The cast 
described is of a patient aged 20 in whom chorion- 
epithelioma was diagnosed 18 fhonths after the spot 
taneous expulsion of a hydatidiform mole. The 
uterus was enlarged to 3 in. (7.3 cm.) diameter and 
and radiography revealed small metastases in the 
lungs. The pregnancy test was positive and urinary 
gonadotrophins amounted to 333 to 4,200 mouse 
units (m.u.) per litre. After total abdominal hys 
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terectomy and bilateral salpingo-odphorectomy, 
deep X-ray therapy was begun but was discontinued 
after 10 days because of deterioration in the 
patient’s condition. Lung metastases had progressed 
and the urinary gonadotrophin level had risen to 
27,750 to 55,000 m.u. per litre. Treatment was 
begun with 1 mg. stilboestrol by mouth thrice 
daily; this was well tolerated. The dose was gradu- 
ally increased and an excellent initial response ob- 
tained. After 8 days the pregnancy reaction was 
negative and the urinary gonadotrophin level had 
fallen to less than 333 m.u. per litre. Cough and pain 
in the chest disappeared and the patient was able 
to leave hospital but still took 12 mg. stilboestrol 
daily. Three weeks later, lung metastases had again 
increased in size and urinary gonadotrophin level 
had risen; the dosage of stilboestrol was raised to 30 
mg. daily. After a month the patient complained of 
vaginal haemorrhage and a secondary vaginal de- 
posit was found, although lung metastases had re- 
gressed. Stilboestrol dosage was gradually raised 
to 110 mg. daily during the next fortnight. The 
vaginal metastasis became smaller, her general con- 
dition improved, and urinary gonodatrophin level 
fell to 334 to 4,200 m.u. per litre. At this point the 
vaginal metastasis became infected and in spite of 
treatment with penicillin this infection flared up 
again. Urinary gonadotrophin level rose to 100,000 
to 200,000 m.u. per litre, but again an increase in 
the dose of stilboestrol to 100 mg. daily produced a 
temporary improvement. Ultimately, however, 
haemorrhage from the vaginal tumour produced 
extreme anaemia and in spite of a temporary im- 
provement with a daily stilboestrol dose of 1,000 
mg. death occurred some 5 months after the begin- 
ning of stilboestrol therapy. Necropsy revealed 
multiple metastases in vagina, lungs, intestines, 
liver, and spleen. No degenerative changes were 
seen in the tumour cells similar to those observed 
in prostatic cancer treated with oestrogens, nor was 
there any hepatic necrosis despite the extremely 
large doses given. 


A second case is described in which 15,820 mg. 
of stilboestrol were given parenterally in 24 days. A 
fall was observed in the level of urinary gonadotro- 
phins in this case but no effect on lung metastases 
was noted and treatment was stopped. Vaginal 
hysterectomy was performed but the patient died 
a month later, widespread metastases being found 
at necropsy. 


[Prognosis in chorionepithelioma is very difficult 
to determine and the assessment of the results of 
treatment calls for the investigation of a larger 
number of cases than is at present available, but as 
in the case of many other tumours the effect of 
oestrogens on chorionepithelioma appears to be 
essentially a temporary subjective improvement, 
the outcome of the disease being unchanged]. 


J. A. Chalmers 
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484. Unsuspected Abdominal Chorionepithelioma. 
By H. Acosta-Sison. Amer, J. Obstet. Gynec., 
56, 1195-1197, Dec. 1948. 1 fig., 2 refs. 


485. Ovarian Tumours Complicating Pregnancy. 

By R. F. Monroz, L. A. KREMER, and W. R. 
Wirt. J. med. Ass. Alabama, 18, 141-154, Dec. 
1948. 8 figs., 20 refs. 


486. The Significance and Management of Fibro- 
myomata Complicating Pregnancy. 

By A. E. TritEs. Canad. med. Ass. ]., 59, 539- 
544, Dec. 1948. 11 refs. 


487. Incomplete Symptomless Ruptures of the 
Uterus in Old Caesarean Section Scars. (Ueber 
inkomplette symptomlose Uterus-rupturen in alter 
Sectionarbe. ) 

By W. H. THIELE. 


Z. Geburtsh. Gynik., 130, 
100-104, 1948. 17 refs. 


488. Incarceration of the Retroverted Gravid Uterus. 
(Retroversio-flexio uteri gravidi incarcerati.) 

By A.M. Gave. Ugeskr. Laeg., 110, 1367-1368, 
Nov. 25, 1948. 


489. Vagitus Uterinus in Twin Pregnancy, with 
Prolapsus and its Treatment under Continuous Caudal 
Analgesia. 

By J. G. Crotty and L. W. KuEHNLE. Amer. ]. 
Obstet. Gynec., 56, 977-980, Nov. 1948. 3 figs., 12 
refs. 


490. Foeto-placental Oedema. 
placentaire.) 

By P. O. Hustnont, B. Wortz, and P. E. 
GREGOIRE, Gynaecologia, Basel, 126, 281-289, Nov. 
1948. 2 figs., 9 refs. 


(Oedéme Foeto- 


491. Breast Abscess in Pregnancy. Frequent Inci- 
dence in Women with Scabies. (Les abcés du sein au 
cours de la gestation. Leur fréquence chez les femmes 
atteintes de gale.) 

By P. Tritvrat and A. Notrter. 
Obstét., 47, 325-329, 1948. 

Breast abscess (1940-5) was found to be associa- 
ted in 9 out of 342 cases with scabies (3 per cent). 
With 105 cases (1944-5) scabies was associated 8 
times (8 per cent), but in 10 cases arising during 
pregnancy (1940-5) scabies was present 9 times (90 
per cent). From the study of these 9 cases it 
appears that scratching led to infection (pyodermia, 
impetigo, superficial abscesses); in some cases 
lymphangitis was very evident. Four cases were 
due to streptococcal infection, 3 to staphylococcal. 
The authors stress the fact that most of the patients 
were of poor social standing. Usually the abscess 
was at first superficial, and only later did real mas- 
titis develop; in one case infection reached the’sub- 
clavicular fossa. The infection developed mostly 
in the last 2 months of pregnancy at a time when 
breast congestion is at its highest. In some of the 
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cases, diagnostic errors were made: influenza, car- 
cinoma. These abscesses are serious, and treatment 
was surgical in all cases, after various medical treat- 
ments had failed; also, in most cases, the glandular 
acini were destroyed and later breast-feeding proved 
impossible. Treatment, the authors conclude, 
should be essentially prophylactic. H. Godar 


492. Surgical Complications of Pregnancy. 
By M. L. McCay. Surg. Clin. N. Amer., 28, 
1507-1518, Dec. 1948. 8 refs. 


493. Surgical Complications of Pregnancy. 
By J.R.Wittson. J. Med. Soc. New Jersey, 45, 
589-594, Dec. 1948. 


494. Obstetric and Gynaecological Management in 
Cases of Valvular Heart Disease. (Conducta Obstetrico- 
ginecologica ante las cardiopatias valvulares. Revision 
de conceptos.) 

By C. F. Ruiz. Medicina, Madrid, 16, 224-230, 
Oct. 1948. 


495. Heart Disease and Pregnancy. A Study of 100 
Pregnancies. 

By P. R.C. Evans. Guy’s Hosp. Rep., 96, 194- 
207, 1947. 11 refs. 

100 pregnancies in go patients with heart disease 
were studied. Of these, 40 were examined 3 years 
after their pregnancy and the status of a further 
15 patients determined by letter. Six months post- 
partum, the maternal mortality was 3.5 per cent. 

W. T. Cooke 


496. Circulation Disturbances During Pregnancy 
Due to the Supine Position. (Kretslgpssvikt i ryggleie 
hos gravide.) 

By J. WaLve. Nord. Med., 38, 1122-1124, June 
4, 1948. 5 refs. 

The author reports two cases in which pregnant 
women were unable to lie on the back without devel- 
oping symptoms of impending collapse: pallor, pal- 
pitations, dyspnoea, tachycardia, and a low blood 
pressure. In each case, the symptoms were im- 
mediately relieved by lying on the side, and im- 
mediately after delivery the patients were able 
to lie on the back without discomfort. With a view 
to ascertaining whether these symptoms might be 
due to compression of the vena cava or the aorta, 
the author has performed manual compression of 
these vessels on 12 non-pregnant women during 
laparotomy carried out for sterilization. In all 12 
cases, compression of the vena cava caused a fall in 
systolic blood pressure of 10 to 30 mm. Hg, a fall 
in diastolic pressure of 3 to 15 mm. Hg anda rise in 
pulse rate of 15 to 35. Compression of the aorta 
caused a slight rise in blood pressure but no other 
change, In neither case was the vessel totally oc- 
cluded, and the procedure had no untoward effect 
on any of the patients. The author suggests that 
his results confirm the hypothesis that the syndrome 
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in question is due to compression of the vena cava 
by the pregnant uterus, and he calls this syndrome 
the ‘‘ uterocardiovascular syndrome’’. 

B. Nordin 


497. Hypervolaemia of Pregnancy and Associated 
Circulatory Problems. (La hipervolemia gravidica y 
problemas circulatorios con ella relacionados.) 

By R. Garcfa Casa. Rev. clin. esp., 30, 373- 
378, Sept. 30, 1948. 

498. Pernicious Anaemia of Pregnancy and the Puer- 
perium. 

By L. S. P. Davipson, R. H. Girpwoop, and 
J. R. Crarx. Brit. med. J., 1, 819-822, May 1, 
1948. 4 figs., 8 refs. 

Three cases of pernicious anaemia of pregnancy 
and one case of Addisonian pernicious anaemia are 
described in which relapse during pregnancy were 
successfully treated with folic acid. Three of these 
cases had tailed to respond to liver extracts known 
to be potent. In two the extract was refined; in 
a third a crude extract was also used. The response 
to folic acid was entirely satisfactory. In all cases 
there was megaloblastic hyperplasia of the bone 
marrow though the blood picture was megalocytic 
in two cases only—a not unusual finding in the per- 
nicious anaemia of pregnancy. In two there was 
a histamine-fast achlorhydria, and in two free acid 
was found in the gastric juice. None of the 
patients had diarrhoea or fatty stools during her 
stay in hospital, and a fat-balance test in two cases 
revealed no evidence of defective absorption of fat. 
The authors state that there is at present no 
satisfactory explanation of the mechanism under- 
lying the development of a megaloblastic type of 
anaemia in pregnant women, They consider that at 
the moment folic acid is the best therapeutic agent 
because it can be given by the oral route in the 
form of a small tablet and is apparently effective in 
those cases in which all types of liver extracts fail. 
Since the duration of the treatment is limited to 4 
few weeks there is little risk of producing subacute 
combined degeneration of the cord, though until 
further cases have been studied it cannot be stated 
confidently that neuro'ogical symptoms will not 
develop in patients with pernicious anaemia of 
pregnancy receiving folic acid. Janet Vaughan 


499. Evaluation of Molybdenized Ferrous Sulfate 
in the Treatment of Hypochromic Anemia of Preg: 
nancy. 

By R. F. Cuestey and J. E. Annitto. Bull. M. 
Hague Maternity Hosp., 1, 68-75, Sept. 1948. 3 
figs., 16 refs, 

500. Leucaemia and Pregnancy. 

By J. A. Wirtiams. Amer. J. Obstet. Gynec. 
55, 967-978, June 1948. 7 figs., 21 refs. 

The author reviews the literature and adds 2 
cases from the Philadelphia Lying-in Hospital, 
bringing the total number of reported cases to 90. 
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His first case was in a 27-year-old primigravida. 
Blood examination at 8 months indicated chronic 
myelogenous leukaemia. Haemoglobin, 71.4 per 
cent; red blood cells, 3,400,000 per c.mm.; white 
blood cells, 102,000 per c.mm. No lymph-node en- 
largement was present and there was no evidence of 
haemorrhagic or purpuric tendency. Because of the 
advanced pregnancy, neither liver nor spleen could 
be felt, but on percussion the spleen seemed to be 
moderately enlarged. Two weeks before term elec- 
tive Caesarean section was performed and a healthy 
child weighing 6 lb. 2 oz. (2.8kg.) delivered. There 
was no abnormal bleeding or oozing, but 500 ml. of 
citrated blood was given during the operation. The 
spleen was palpated during the operation and 
judged to be two or three times the normal size. The 
placenta weighed 550g. Microscopical examination 
showed crowding of the sinusoids with small imma- 
ture polymorphonuclear leucocytes, but no abnor- 
mal cells were found in the foetal placental circula- 
tion. The post-operative course of mother and 
child was uneventful. The infant showed no evi- 
dence of blood dyscrasia, and both were discharged 
on the twelfth day after operation. On examination 
three weeks later the mother’s spleen was found to 
be enlarged to 7 cm. below the costal margin, but 
there was no detectable enlargement of the liver, 
lymphadenopathy, or bleeding tendency. No treat- 
ment except supportive measures was given. One 
year after delivery mother and child were reported 
to be doing well and the mother was again pregnant. 


The second patient, a 35-year-old primipara, was 
admitted at the seventh month with hypertrophied 
gums, swelling of the neck, and sore throat. The 
skin was not remarkable apart from moderate pal- 
lor, and there were no petechiae. In addition to 
generalized hypertrophy of the gums there were raw 
ulcerations in the area of the left upper third molar, 
the submaxillary lymph nodes were bilaterally en- 
larged, firm, and tender, but no other lymphadeno- 
pathy was evident. There was no enlargement of 
liver or spleen. Temperature, 100.8°F. (38.1° C.); 
pulse, 120; haemoglobin, 61.6 per cent; red blood 
cells, 2,100,000 per c.mm.; white blood cells; 9,200 
perc.mm. With treatment by vitamin B complex, 
ascorbic acid, penicillin, and mouth washes the sub- 
maxillary glands became smaller and less tender but 
fever persisted. Transfusions were given and the 
haemoglobin rose to 71.4 per cent and the red blood 
cells to 4,000,000 per c.mm. The total leucocyte 
counts were considered to be within the range of 
normal (9,200, 10,500, 8,250 perc.mm.). A com- 
plete blood count one week later showed haemo- 
globin 71.4 per cent, red blood cells 4,000,000 per 
¢.mm., white blood cells 21,000 per c.mm, (neutro- 
phils, 7 per cent; lymphocytes, 27 per cent; blasto- 
forms, later identified as monoblasts, 66 per cent). 
The platelet count was 310,000 per c.mm., bleeding 
time 3 minutes, coagulation time 44 minutes. 
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Caesarean section was performed 3 weeks before 
term and a living child weighing 5 lb. 12 oz. (2.6 kg.) 
was born. It was normal and did well. The mother 
seemed to stand the operation well and there was 
no troub’esome bleeding. Afterwards she went 
rapidly downhill. Abdominal distension, dyspnoea, 
pallor, and weakness became profound, and the tem- 
perature was progressively elevated and irregular. 
Seven days after operation the liver and spleen were 
palpably enlarged, and 3 days later air hunger be- 
came marked and petechial haemorrhages were 
noted. She died on the twelfth day. Post-mortem 
examination revealed acute monocytic leukaemia 
with leukaemic infiltration of all organs, monoblas- 
taemia, petechial haemorrhages in all organs, multi- 
ple infarcts in the spleen, acute ulcerative gingivitis, 
and pulmonary oedema. The spleen was enlarged 
to 4 cm. below the costal margin and weighed 
1,010 g. The liver also was much enlarged and 
weighed 2,600 g. The striking feature of the micro- 
scopical examination was the widespread and 
diffuse infiltration of all organs and tissues. The 
typical cell was nonpleomorphic and averaged 15h 
in diameter, with a single oval to reniform nucleus 
and a large amount of eosinophilic cytoplasm. The 
placenta had been discarded. The gums showed 
dense infiltration of the submucous stroma with 
mononuclear cells and areas of ulceration but no 
polymorphonuclear leucocytes. In the brain there 
were monoblasts in the perivascular tissue, 
cerebrum, cerebellum, and pituitary gland. 


The author considers that in this second case the 
disease started during pregnancy and that its course 
was not altered by the pregnancy. While gingival 
hypertrophy and ulceration do occur occasionally in 
other types of leukaemia, these changes have been 
observed in 52 to 80 per cent of cases of acute mono- 
cytic leukaemia, and are generally thought to be so 
characteristic that the diagnosis should be suspected 
on this ground alone. They may even be the first 
manifestations of the disease, as occurred in case 2. 


It is safe to conclude that pregnancy has little, 
if any, effect on the course of leukaemia. Of the 
88 previously reported cases, serious haemorrhage 
occurred in 9, with 3 deaths attributable to this 
cause. McGoldrick found the maternal mortality to 
be 100 per cent and the foetal mortality 60 per cent 
in the acute forms, while in the chronic types the 
mortality was 36.5 per cent and 16.4 per cent res- 
pectively. The birth of a leukaemic child to a 
leukaemic mother has never been reported. As to 
treatment, there is no evidence that irradiation is of 
any value, and it may cause severe reactions. 
Blood transfusions may be of only transient value. 
Interference with the pregnancy does not help the 
mother in either acute or chronic leukaemia, and in 
the former probably shortens the mother’s life. 


F. J. Browne 
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501. Venous Thrombosis in Obstetrics and Gyne- 
cology. 

By J. E. Lyncu. Surg. Clin. N. Amer., 28, 1469- 
1476, Dec, 1948. 5 refs. 


502. Blood Transfusion in Obstetrics and Gynae- 
cology. Part I. (Die Bluttransfusion in der Geburt- 
shilfe und Frauenheilkunde.) ) 

By A. W. ScHWENZER. Geburtsh. u. Frauenheilk., 
8, 792-805, Dec. 1948. 

503. Thirty Observations of Rhesus Incompatibility. 
Clinical and Therapeutic Deductions. Organization of 
Treatment. (Trente observations d’incompatibilité Rh. 
Déductions cliniques et thérapeutiques. Organisation 
du traitement.) 

By M. Lacomme, T. Boreau, and D. Mayacos. 
Gynéc. et Obstét., 47, 313-324, 1948. 


This report is the result of collaboration between 
the transfusion centre and the obstetrical depart- 
ment of the St. Antoine Hospital, Paris; the impor- 
tance of the Rh factor was investigated in a series 
of 30 selected obstetrical cases, divided into two 
series. In a first series of 13 cases treatment was 
impossible or limited; in 4 of these the foetus suf- 
fered damage between the fifth and seventh months 
of pregnancy and nothing could be done; in 8 other 
cases, the diagnosis was not made in good time, and 
4 foetuses died near term or immediately after de- 
livery, while icterus neonatorum developed in 4 
other cases; the other, non-treated infant was a 
mongol who died 7 days after birth, possibly from 
other causes. In a second group of 17 cases, 15 
pregnancies were interrupted prematurely, and 
transfusion, with or without exsanguination, was 
performed. In the two other cases the mother’s 
blood contained no agglutinins; neither of the chil- 
dren was erythroblastotic. Interruption of pregnan- 
cy was associated with difficulties. There were two 
accidents after spinal analgesia; one woman col- 
lapsed and died before the operation could be per- 
formed, the other woman collapsed and the child 
died. Twice transfusion accidents occurred, once 
followed by gangrene and subsequent amputation of 
two fingers, once by death after 9 hours (a case of 
exsanguination-transfusion), One case did not 
respond to transfusion and the child died. Worst of 
all, as the authors admit, the interruption proved 
unnecessary in 5 cases, where heterozygotism of the 
father made it possible for the child to be Rh-nega- 
tive. Although these 5 children survived, they 
were exposed to unnecessary risk. Only 5 children 
really owe their health and possibly their lives to 
active therapy. 

The authors draw the following conclusions: (1) 
Against early haemolytic disease the obstetrician is 
still helpless. (2) Late diagnosis is dangerous. Only 
in 15 cases was the family history suggestive. In 
21 cases the diagnosis was made in the first months 
of pregnancy, in 3 cases during delivery, and in 6 
cases after delivery. Nine times out of 30 treat- 
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ment was or would have been too late. The authors 
suggest that haemolytic disease be borne in mind 
in cases of repeated late abortion, in questioning 
multiparae about previous deliveries, and in any 
case of so-called ‘‘ physiological ’’ icterus, or poor 
mental development in children (kernicterus). (3) 
Exsanguination-transfusion is theoretically indica- 
ted when the child is Rh-positive and the foetal 
blood is agglutinated by the maternal, but the prob- 
lem is not quite so simple. Determinations must be 
made within 2 or 3 hours of birth and may be 
difficult. Ifthe child is Rh-negative and the father’s 
genotype is unknown, it may prove necessary to look 
for anti-Rh blocking antibody. Sometimes, as was 
once the case in the author’s series, uncertainty is 
not dispelled by laboratory tests. Exsanguination 
before transfusion seems to be the best procedure, 
Thus, there were two deaths in 5 children when 
preliminary exsanguination was not carried out but 
no deaths in 4 cases when a quantity of blood equal 
to the amount subtracted by exsanguination (400 to 
600 g.) was transfused 

The indications for interruption of pregnancy are 
vague for two reasons: (a) The foetal blood group 
is unknown. Paternal genotype determination, 
which would solve the difficulty, is a difficult and 
uncertain procedure. In three doubtful cases the 
authors performed transabdominal puncture of the 
amnion and determined the Rh group of the liquor 
amnii. They are still studying the problem from 
this angle. (b) Even when Rh incompatibility 
exists, there is no method of assessing its gravity, for 
a low maternal agglutinin level may well be associa- 
ted with severe icterus and vice versa. 

In the 30 families of the series there was a history 
of 8 foetal deaths near term, in three cases twice, 
and there were 3 other foetal deaths in the series of 
30 studied births. Not to intervene means the cer- 
tain loss of a number of babies. To interrupt preg- 
nancy is to expose certain children to unnecessary 
prematurity. The authors’ option is for the second 
alternative. The authors have been led by purely 
obstetrical considerations to decide against elective 
Caesarean section, which they reserve for the usual 
dystocic cases. Haemotherapy is technically easier 
now than it used to be, and the authors recommend 
the use of the Diamond plastic catheter through the 
umbilical vein. 

The authors have organized a special section for 
these cases in their department, and make an elo- 
quent plea for the general adoption of this plan. 

H. Godar 


504. The Rh Factor in Obstetrits and Gynecology. 

By L. M. Tocantins. Med Clin. N. Amer., 32, 
1635-1646, Nov. 1948. 21 refs. 

505. Haematuria in 
haematurie. ) 

By J. HANouseEk. 
518, 1948. 
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506. Complications of Pyelitis of Pregnancy. (Die 
Komplikationen der Pyelitis gravidarum. ) 

By H. GuaGGisBerG. Praxis, 37, 874-877, Nov. 
25, 1948. 


507. Addison’s Disease and Pregnancy. (Enferme- 
dad de Addison y embarazo.) 

By E. Trucco and S. M. De Decsue. Rev. 
Asoc. méd. Argent., 62, 516-518, Oct. 15, 1948. 
ai refs. 


508. Chorea Gravidarum: Review of the Recent 
Literature and Report of Five Cases. 

By T. W. Mce tn, S. B. Lovetapy, and H. W. 
WottMAN. Amer. J]. Obstet. Gynec., 55, 992-1006, 
June 1948. 39 refs. 

The authors review the literature on chorea 
gravidarum since the appearance of the paper of 
Willson and Preece, in 1932, and report 5 new cases 
occurring in the Mayo Clinic. Only one of these 
cases was moderately severe, all were treated 
conservatively, and all terminated spontaneously 
atterm. There was no evidence of a toxaemic origin, 
but a ‘‘ rheumatic background ’’ was present in all 
and heart disease in 3. F,. J. Browne 


509. Pregnancy Complicated by Subarachnoid 
Hemorrhage. A Report of Three Cases. 

By M. GarBer and R. R. Mater, Amer. ]. 
Obstet. Gynec., 56, 1174-1177, Dec. 1948. 7 refs. 


510. Peptic Ulcer in Pregnancy. 

By J. B. Bernstine and M. H. F. FRIEDMAN. 
Amer. J. Obstet. Gynec., 56, 973-976, Nov. 1948. 
20 refs. 


511. Complications in Pregnancy due to Inflamma- 
tory Abdominal Disorders. (Komplikationen in der 
Schwangerschaft durch entziindliche ‘ Baucherkran- 
kungen. ) 

By H. H. Retscu, 
§ refs, 


Zbl. Gyniik., 70, 42-47, 1948. 


512. Appendicitis Complicating Pregnancy. (Zanét 
érvu v téhotenstivi. ) 

By M. Hromapkova. 
503-512, 1948. 12 refs. 


Ceskoslov. Gynaek., 13, 


513. Perforation of the Appendix with a Fibroma of 
the Appendix the Size of a Fist at the End of Preg- 
fancy. (Perforierende Appendizitis in einem tiberfaust- 
stossen Fibrom des Wurmfortsatzes am Ende der 
Schwangerschaft. ) 

By E. v. SCHUBERT. 
1948, 2 figs. 


Zbl. Gynik., 70, 38-42, 


514. Volvulus of the Sigmoid Colon in the Seventh 
Month of Pregnancy. (Volvolo del colon sigmoideo nel 
corso di una gravidanza al settimo mese.) 

ByG. Bracco. Ginecologia, Torino, 14, 544-555, 
Nov. 1948. 26 refs. 
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515. Treatment of Rectal Conditions in Pregnancy. 
(Tratamento das doencas proctologicas durante a 
gravidez.) 

By J. Cunua. 
Oct. 1948. 


Rev. Ginec. Obstet., 2, 640-642, 


516. Bullet Wound of a Gravid Uterus with Intestinal 
Perforation. 

By O. R. Horters and B. Daversa. Amer. J. 
Obstet. Gynec., 56, 985-986, Nov. 1948. 3 refs. 


517. Neurotrophic Changes in the Form of Nutri- 
tional Disturbances of the Nails in Pregnancy. (Tro- 
phoneurose in Form von Ernihrungsstérungen der 
Nagel bei Schwangerschaft. ) 

By H. Scuutz. Zbl. Gynik., 70, 273-276, 1948. 
2 figs. 


518. Poliomyelitis in Pregnancy. 

By H. GirrorD and R. L. HULLINGHoRsT. Amer. 
J. Obstet. Gynec., 55, 1030-1036, June 1948. 4 figs., 
55 refs. 

Besides reporting a case of their own—which they 
claim is the first to be published with virus and 
histological studies on both mother and child—the 
authors also review the available case reports of 
poliomyelitis in pregnancy in the American, English, 
French, German, and Scandinavian literature, 
making 170 cases in all. They found that age, 
parity, and stage of pregnancy were not statistically 
significant. Bulbar paralysis occurred in 23 per cent 
of the cases—an incidence which increased in the 
last 3 months of pregnancy. Maternal mortality 
was 19 per cent and foetal mortality 26 per cent. 
One-third of the foetal deaths were intrauterine, and 
associated with maternal death. The authors 
consider that Caesarean section presents an oppor- 
tunity to obtain a living child when the death of the 
mother is imminent. No definite clinical or post- 
mortem evidence of the transmission of poliomye- 
litis from mother to foetus was found. 

G. Gordon Lennon 


519. Acute Anterior Poliomyelitis in Pregnancy. 

By E. S. Taytor and J. M. Stumons. Amer. J. 
Obstet. Gynec., 56, 143-151, July 1948. 3 figs., 
22 refs. 

A study was made of the incidence of poliomyelitis 
in pregnancy during an outbreak of this disease in 
Colorado in the summer and autumn of 1946. Nine 
hundred new cases were reported at this time and 
of these 113 occurred in women between the ages 
of 17 and 40. Twenty-five of these women were 
pregnant and 17 of them were treated at the 
University Hospital in the Colorado School of 
Medicine. The experience of the authors was that 
a pregnant woman had a predilection for polio- 
myelitis, and that during the outbreak in Colorado 
a pregnant woman had one chance in 1,000 of 
contracting the disease—double the risk to which a 
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non-pregnant woman of the same age-group was 
subjected. 

Of the 25 acute cases reported during pregnancy 
8 occurred in the first trimester, 11 in the second, 
and 6 in the third, but of the 19 patients in the 
first and second trimesters none died and only 2 had 
any significant residual paralysis. On the other 
hand, of 88 non-pregnant women in the same age- 
group 66 per cent had the paralytic form of the 
disease and 7 of these patients died of bulbar 
poliomyelitis. The 6 patients who contracted the 
disease during the last three months of pregnancy 
presented a tragic picture. Three died from bulbar 
paralysis and a fourth nearly died on several 
occasions; 12 months after the acute lesion she was 
still in a respirator with quadriplegia and diaphrag- 
matic paralysis. The remaining 2 patients have 
severe residual paralysis. Although the series is 
small, the mortality rate of 50 per cent in the last 
trimester greatly exceeds that of 6 per cent for the 
entire Colorado epidemic and 8 per cent for the 
88 non-pregnant women in the corresponding age- 
group. The authors have collected from the liter- 
ature a series of 170 additional cases in whom the 
stage of pregnancy and the course of the disease 
were recorded. In this series 7 per cent of patients 
died in the first and second trimesters of pregnancy 
as opposed to 27 per cent who died from bulbar 
lesions in the last trimester, 

The authors suggest that the increased incidence 
of poliomyelitis during pregnancy may be due to 
congestion and increased permeability of the upper 
respiratory and upper digestive tracts, and the high 
mortality in the last 3 months may be due to 
hormonal causes or to a state of chronic fatigue. 

There was no instance of infection of the infant 
at birth. The course of labour was unaffected even 
in the acute cases, except that forceps were on 
occasions required when the mother was unable to 
use her voluntary muscles, J. Stallworthy 


520. Pregnancy and Tuberculosis. 
By S. Koprinsky. Canad. med, Ass. J., 59, 
462-464, Nov. 1948. 


521. Studies on the Relation Between Pulmonary 
Tuberculosis and Pregnancy (Immediate and Remote 
Results in 100 Cases). (Contributo allo studio dei 
rapporti tra tubercolosi polmonare e gravidanza. (Esiti 
immediati ed a distanza in 100 casi) .) 

By E. Roseccut and A. BERNABO-SILORATA. 
Ginecologia, Torino, 14, 277-296, July 1948. 
Bibliography. 

After an extensive review of recent literature on 
the relation between pulmonary tuberculosis and 
pregnancy, the authors discuss 100 cases observed 
at the Medical and the Obstetrical Clinics of the 
University of Turin. The number of women who 
went to term was 69. Of these, 10 died and 20 
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deteriorated—that is, there was extension of pre- 
existent lesions and new foci appeared. There 
were 5 neonatal deaths. Spontaneous abortion or 
premature labour occurred in 11 of the patients, 
one of whom died and one deteriorated. In 20 
patients therapeutic abortion was induced; 5 of these 
patients died, The highest death rate was observed 
in the groups in which there was active pulmonary 
tuberculosis with cavitation, and ‘“‘ ineffective 
pneumothorax ’’. The best results were obtained 
in 22 patients treated by “‘ effective ’’ artificial 
pneumothorax; there were no maternal deaths and 
only 4 cases deteriorated. 

Of the babies of tuberculous women 92 per cent 
survived after having been separated from their 
mothers. 

[It would have been important to state at what 
period of pregnancy the therapeutic abortions were 
induced, as it is generally acknowledged that 
abortion induced after the third month is almost 
always followed by aggravation of the lung lesion. 
Again, it is not stated at what period of pregnancy 
or puerperium (or later?) the fatalities occurred. | 

N. Alders 


522. Some Considerations on the Course of Tuber- 
culosis of Bone Coinciding with Pregnancy. (Quelques 
considerations sur ]’évolution des tuberculoses osseuses 
coincidant avec une grossesse.) 

By G. FauGere. Gynéc. et Obstét., 47, 663-667, 
1948, 12 refs. 


523. Prenatal Management of Syphilis with Special 
Reference to Penicillin Therapy. 

By N. R. IncraHam. Med. Clin, N. Amer., 32, 
1647-1658, Nov. 1948. 12 refs. 


524. Homolateral Interstitial Pregnancy Following 
Salpingectomy. 

By C. L. BueRGER and B. B. WetnstTEIn. West. 
J. Surg. Obstet. Gynec., 56, 596-598, Nov. 10948. 
11 refs. 


525. Bilateral Simultaneous Extrauterine Preg: 
nancy. 

By R. A. Aprams and A. E, Kanter. Amer. J. 
Obstet. Gynec., 56, 1198-1200, Dec. 1948. 2 figs., 


13 refs. 


526. Interstitial Pregnancy. 
By C. H,. DoELLer and E. F. HarpMan. Amer. 
J. Obstet. Gynec., 56, 1201-1202, Dec. 1948. 


527. Spectroscopic Detection ‘Of Hematin in the Peri: 
pheral Blood. An Aid to Diagnosis of Ruptured Tubal 
Pregnancy. 

By F. E. Wurracre, H. D. Lynn, and D. B. 
Morrison. Amer. J. Obstet. Gynec., 55, 838-845, 
May 1948. 1 fig., 1o refs. 

When bleeding occurs into a body cavity the 
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haemoglobin becomes hydrolyzed and liberates 
haematin, which is absorbed into the blood. The 
detection of haematin in the blood may be of 
considerable importance in the diagnosis of ectopic 
gestation, which usually has to be differentiated 
from a pelvic abscess, haemorrhage into a cyst, 
appendicitis, and intrauterine gestation with pelvic 
inflammation. 

Haematin can be detected in the blood spectro- 
scopically. Although it gives a weak spectrum, the 
addition of a reducing agent in the presence of 
plasma proteins forms a reduced haemochromogen 
which gives two strongly marked bands. A strong 
narrow band is located at 558 and a fainter wide 
band at 527 millimicrons on the spectroscope. If 
oxyhaemoglobin is present, a narrow band appears 
at 577 and a wider band at 545 mp. The addition 
of a reducing agent such as ammonium sulphide 
transforms the oxyhaemoglobin to reduced haemo- 
globin, producing a wider fainter band at 555 mp 
which is usually not seen. The addition of the 
reducing agent, therefore, leads to the disappearance 
of the oxyhaemoglobin bands if any oxyhaemo- 
globin is present and to the appearance of the two 
bands of haemochromogen. Venous oxalated blood, 
5 to 10 ml., is centifruged at 1,800 revolutions per 
minute for 10 minutes. The supernatant clear 
plasma is examined for band visualization. A few 
drops of a solution of ammonium sulphide are then 
added and the spectrum is re-examined for new 
specific band formation and disappearance of 
previous bands. 

The test was carried out on 100 patients in whom 
the diagnosis was confusing. Details are given in 
14 cases in which the test was of value. There were 4 
failures to detect visceral rupture in the series, but 
there were no false positive reactions. 

T. N. MacGregor 


LABOUR. 


528. A Clinical Study of Natural Childbirth: A 
Preliminary Report from a Teaching Ward Service. 

By F. W. Goopricu and H. THoms. Amer. J. 
Obstet. Gynec., 56, 875-883, Nov. 1948. 


529. Physiological Childbirth. 
By E. C. ARENDT. McGill med. J., 17, 359-368, 
Oct. 1948. 12 refs. 


530. Physiology of Labour. 

By R. Torpin. Amer. J. Obstet. Gynec., 53, 
78-81, Jan. 1947. 11 refs. 

The author bases his observations on the results 
obtained from prolonged continuous records of 
intrauterine pressure above and below the foetal 
head, stomach pressure, maternal intra-arterial 
pressure, and maternal intravenous pressure 
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obtained with the Hamilton closed fluid mano- 
meter. He states that during pregnancy the 
uterine contractions occurring every few minutes 
serve to maintain circulation in the intervillous 
placental spaces. With the onset of labour these 
contractions become more powerful and the intra- 
uterine pressure rises from the basic tone pressure 
of 5 mm. of mercury to several times that amount. 
The sensation of pain arises when the tone pressure 
is at the 25 to 35 mm. mercury level. During normal 
labour the intrauterine pressure rises slowly with 
each contraction to a peak of 35 to 60 mm. of 
mercury. In the second stage the contraction wave 
is usually higher and may rise to a maximum of 110 
mm. of mercury although with expulsion efforts on 
the part of the patient the highest level obtained 
was 260 mm. of mercury. At the same time the 
“‘ inter-contraction ’’ tone is sustained at the higher 
level of ro to 12 mm. It was also revealed that 
during uterine contraction maternal blood was 
squeezed from the placenta into the vena cava, and 
in one case into the aorta. As a result approxi- 
mately one pint (568 ml.) of blood is forced back 
into maternal systemic circulation at the height of 
each contraction, raising the venous pressure by 
approximately ro mm. of mercury. This point may 
be of importance during labour in a patient with 
cardiac disease. 


The author studied the abnormal physiology of 
labour in the dystocia-dystrophy group of patients. 
His opinion is that abnormal behaviour of the 
uterus was of much greater importance than 
abnormal development of the pelvis in this group. 
The characteristic finding was that the contraction 
waves during labour are shorter, more peaked, and 
of variable amplitude as well as of variable 
intervals of recurrence. A further important finding 
was that the inter-contraction tone remained much 
above the normal level of 5 to 8 mm. in the first 
stage and of 10 to 12 mm. in the second stage. On 
occasions the tone was as high as from 15 to 18 mm. 
In such cases the result is that the foetus suffers 
from anoxaemia and the mother is wearied by the 
fruitless nagging pain to which she is subjected. 
It is suggested moreover, that because of the 
increased tone there is a lack of blood supply to the 
uterine wall which in turn makes its action the 
more ineffective. In the experience of the author 
the most satisfactory method of treating this 
irregular action was by the administration of 
morphine in a dose of at least gr. 4 (16 mg.). 


A futher interesting point made by the author is 
that in patients not belonging to the dystocia- 
dystrophy group there may be a similar type of 
labour to that described above induced by the 
repeated administration of oxytocic drugs. The 
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giving of these increases the inter-contraction tone 
and it persisted in will ultimately produce complete 
tetany. It was also found that in certain cases of 
toxaemia a similar type of abnormal labour 
occurred. J. Stallworthy 


531. Obliteration of the Cervix During Labour. 
(Obliteration du col utérin en cours d’accouchement. ) 


By H. Vicnes. Sem. Hop. Paris, 24, 2923-2924, 
Dec. 2, 1948. 2 refs. 


532. Arterial Blood-pressure in Labour and Puer- 
perium. [In Russian. ] 

By D. Y. Daron. Akush. Ginek., No. 5, 10-13, 
1948. 

The variations in the blood pressure during 
normal labour were studied in 45 women. Systolic 
pressure in 37 at the beginning of labour was 
between 105 and 125 mm. Hg, varying in the 
remainder trom 130 to 155 mm. During the first 
stage, systolic pressure tended to be higher in 
primiparae and younger women. During the second 
stage, contrary to expectation, systolic pressure 
changed little, save in rapid labours. In most cases 
the systolic pressure rose in the third stage (in 30 
by 15 mm., in 7 by 20 to 40 mm.); this rise was 
most marked in rapid labours and in younger 
women, After placental expulsion, systolic pressure 
returned in 36 forthwith to normal, return being 
slower after longer labours. 


Diastolic pressure in 35 women exceeded 70 mm. 
Hg at the onset of labour. During the second stage 
in most cases it either rose by 10 to 20 mm. or 
remained unchanged. During the third stage it rose 
still further, only to fall again in most cases after 
expulsion of the placenta. Diastolic pressure was 
highest in older women and in more rapid labours. 
When labour was prolonged there was usually a 
sharp rise soon after expulsion of the foetus. 

Changes in the character of the pulse are 
described. The work of the heart was also studied 
by the use of Lilienstrand coefficient, The cardio- 
vascular system was not subjected to undue stress 
in either the first or the second stage, the greatest 
burden being placed on it after exvulsion of the 
foetus by the sudden alteration in intra-abdominal 
pressure. S. S. B. Gilder 


533. Causes of Initiation of Labour. [In Russian. ] 

By L. S. Perstantinov. Akush. Ginek., No. 3, 
1-7, May-June 1948. 4 figs. 

After reviewing briefly some of the literature on 
the neuro-chemical mechanisms initiating labour, 
the author gives an account of some experiments 
carried out on the uteri of anaesthetized pregnant 
doe-rabbits. Altogether 36 separate experiments 
were performed. In 14 cases blood was collected 
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from the uterine vein of a rabbit in labour and was 
injected into the uterine artery of a pregnant rabbit 
3 to 6 days before term; in all but 2 cases there was 
marked increase in the tonus and activity of the 
uterine muscle, but no premature labours occurred, 
In 7 cases an extract of the placenta of a rabbit in 
labour was injected into the uterine artery of a 
pregnant animal; this produced an effect similar to 
that in the previous experiment, but not so 
pronounced. In 4 cases the rabbit in labour was 
given 0.2 mg. of eserine intravenously 30 to 40 
minutes before obtaining blood from its uterine vein; 
in all the rabbits there was marked activity of the 
uterine muscles and in 2 cases immediate premature 
labour occurred. In 2 cases an extract of uterine 
muscle was used for injection, but produced no 
effect. In 9 cases control injections of blood and 
Ringer’s solution were given, producing no effect. 
The author concludes that the placenta secretes 
oxytocic substances during labour which are capable 
of stimulating the muscle of a pregnant uterus. 


Nicolas Tereshchenko 


534. The Duration of Labor: Mean, Median, and 
Mode. 


By T. Bussy. Amer. J. Obstet, Gynec., 55, 846- 
851, May 1948. 3 figs., 9 refs. 

The duration of labour in a series of 14,775 cases 
at Johns Hopkins University was studied from the 
point of view of: (1) mean or average duration, 
calculated by adding up the total hours occupied by 
all labours in the series and dividing by the number 
of labours; (2) the median or centre value, above 
and below which fall exactly half the individual 
values, and (3) the mode, representing the value 
which shows the greatest frequency of occurrence in 
a series with a reasonably smooth frequency distri- 
bution. The calculated mean duration was 13.04 
hours in white and 15.15 hours in negro primi- 
gravidae, and 8.15 hours in white and 10.27 hours 
in negro multiparae. The calculated median dura- 
tion of labour was 10.59 hours in white and 12.37 
hours in negro primigravidae and 6.21 hours in 
white and 7.31 hours in negro multiparae, whilst the 
modal duration of labour was 7 hours in both white 
and negro primigravidae and 4 hours in white and 
4.5 hours in negro multiparae. 


Consideration of these figures indicates that the 
medians are more descriptive of the duration of 
labour in primigravidae and multiparae than the 
means or averages. The avétage values in the 
present series were compared with those of 
Peckham, 


The comparison indicates or suggests that modern 
improvements in antenatal care and _ obstetric 
technique have reduced significantly the average 
duration of labour. 
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White White Negro 





= 


Negro 
primi- multi- primi- multi- 
parae parae parae  parae 

hrs. hrs. hrs. hrs. 
Jan. 1, 1907 to Dec. 16.57 10.91 17.66 12.49 
13, 1929 (Peckham) 
Jan. 1, 1937 to Dec. 13.04 8.15 15.15 10.27 


31, 1945 
T. N. MacGregor 
535. A Symposium of Prolonged Labor. 


By J. H. BLoomrietp. Wisconsin med. J., 47, 
ggg-1001, Oct, 1948. 


536. Plethysmography as a Method for Objective 
Evaluation of Uterine Activity in Labour. [In 
Russian. ] 

By I. N. TuRMANIDzE and V. A. BELousova. 
Akush. Ginek. No. 5, 14-16, 1948. 3 figs. 

Uterine activity during normal labour was 
studied plethysmographically in 77 women (50 
primiparae). The instrument was attached to the 
am and waves were registered on a kymograph. 
Simultaneously on the same drum uterine contrac- 
tions were registered by fixing the cuff of a 
sphygmomanometer to the abdomen. The complete 
correspondence in time of the two waves is illus- 
trated by specimen tracings, although in some cases 
plethysmographic changes appeared earlier and 
ended later. Changes are recorded on the plethys- 
mogram before the patient notices her pain and end 
after she has ceased to observe it. The curve on the 
plethysmogram is diphasic, a sharp fall being 
followed by a slower rise. Thus the vascular 
reaction accompanying a uterine contraction is 
diphasic, the limb vessels first contracting and then 
dilating. S.S. B. Gilder 


537. Usual and Unusual Findings in the Cervix Uteri 
at Time of Repair Immediately Following Delivery. 
APreliminary Report. 

By M. V. Sueets. West. ]. Surg. Obstet. Gynec., 
56, 317-333, June 1948. 8 figs., bibliography. 

The histological pattern of the cervix uteri after 
delivery occasionally shows pathological changes. 
Alarge series of such examinations is necessary to 
determine whether such changes, hitherto con- 
sidered exceptional, are sufficiently frequent to 
constitute a typical response. The author presents 
such studies on the first 200 of an unselected con- 
secutive series of 1,000 specimens obtained at 
Hollywood Presbyterian Hospital, Los Angeles. 
Small pieces of cervical tissue were removed from 
tach patient upon whom an operation for repair 
was performed. In all cases serum tests for syphilis 
were negative. Decidual reaction was found in 40 
Per cent and portions of Gartner’s duct were encoun- 
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tered in 2 per cent of all cases. Hyperplasia of the 
Malpighian layer of the cervical mucosa was seen so 
frequently as to suggest a normal tissue response 
while in 2 cases the mucosa showed such exuber- 
ant growth that a diagnosis of condylomatous 
papillomata was made, although these were not 
noted macroscopically and there was no overlying 
keratinization or ‘‘ weeping’’ mucous membrane. 
Proliferation of unripened squamous epithelial cells 
originating from normal squamous epithelium and 
extending on to the surface or marginally into the 
stroma was noted in 12 per cent of cases. 

The author uses the term atypical aberrant 
epidermoid epithelium to describe the ‘‘ meta- 
plasia’’ of Novak. He states that this condition 
was evident in 71 per cent of cases and emphasizes 
its essentially benign nature. Hyperplasia and 
anaplasia of the basal cell layer occurred in rather 
less than 10 per cent. In these cases the presence 
of an intact basement membrane and the absence 
of fusion of papillae were criteria of non-malignancy 
despite limited maturity, variation in size and shape 
of the cells, and even the presence of mitotic figures 
with hyperchromatic nuclei. The presence of these 
last features, however, may represent the earliest 
phase in the development of papilloma. The author 
distinguishes the early malignant state mainly by 
the tissue arrangement of the various portions of 
the epithelium. In no cases were there definite 
neoplastic changes which had not already begun to 
spread. Invasive carcinoma was noted twice 
in the 200 cases; in neither case was it associated 
with clinical symptoms during pregnancy or 
delivery. 

The author concludes that the frequency of 
normal and abnormal tissue behaviour in the cervix 
during pregnancy and immediately after delivery 
cannot be correctly evaluated on the basis of clinical 
observation alone, microscopical evaluation being 
required. Donald Beaton 


538 Clinical Course of Pregnancy and Labour in Pre- 
mature Delivery. [In Russian. ] 

By I.M.Lyanpres. Akush. Ginek. 
22, 1948. 

An analysis is made of the course of labour in 
1,745 cases of premature delivery in 8 maternity 
homes in Moscow, compared with 20,571 births at 
term. Complications occurred in 218 (12.5 per cent) 
of premature deliveries, against 3.3 per cent of 
deliveries atterm. In 502 cases (28.8 per cent) there 
was some complicating factor in pregnancy, such as 
malaria, renal disease, or hepatic disease, compared 
with an incidence of 10.6 per cent in deliveries at 
term. Membranes ruptured unduly early in labour 
4 times as often as in deliveries at term, and fever 
was present 214 times as often (20 per cent and 8 
per cent). Contracted pelvis was twice as common 
(zo per cent and 1o per cent), and breech delivery 
10 times as common. Placenta praevia, accidental 
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haemorrhage, and prolapse of the cord were more 
frequently encountered. There was an increase in 
the incidence of operative measures, chiefly 
affecting poda!lic version and manual removal of the 
placenta. Perineal tears occurred with unexpected 
{frequency (12.7 percent). It is interesting to note 
that in one home where the perineum is not sup- 
ported and pudendal block is used, tears are 
less common and the foetal mortality rate is lower. 
The over-all foetal mortality rate was 8 per cent 
(0.5 per cent for deliveries at term). Some 20 per 
cent of mothers had a raised temperature on 
admission, and of these two-thirds had some compli- 
cation later. S. S. B. Gilder 


539. Induction of Labour by Drugs. (La iniciacién 
clinica del parto accién medicamentosa.) 

By C. CaRcELLER Bray. Med. espan., 19, 36-57, 
Jan. 1948. Bib!iography. 

A study of the literature reveals great variation in 
the methods and results of medical induction of 
labour. The author has investigated the findings 
in 187 patients in whom a medical induction of 
labour was attempted, out of a total of 7,141 
delivered in Barcelona between 1929 and 1939. The 
routine used was based on that of Watson and Stein, 
and consisted of the administration of castor oil, 
together with quinine sulphate and pituitary extract 
in doses which were varied from time to time. The 
method was successful in 78.3 per cent of cases—in 
62.2 per cent of 95 cases in which the membranes 
were intact and in 96.7 per cent of 92 cases in which 
they had ruptured prematurely. The method was 
most successful in patients in whom pregnancy was 
prolonged more than 20 days beyond the expected 

.date of delivery (91.1 per cent) and was least 
successful in pathological conditions of pregnancy 
such as toxaemia and pyelitis, when it failed in 
more than one half of cases. When carried out for 
social reasons, as in patients admitted from the 
country, it was successful in 55.8 per cent. In cases 
of foetal death the figure was 92.8 per cent. 

In most cases pains came on within 12 hours; if 
they began within 24 hours the method was 
considered successful in any case. The duration of 
the stages of labour did not differ from that 
considered normal, and the intervention rate of 6.8 
per cent was a low one for the hospital. There 
were no maternal deaths or accidents attributable 
to the method, apart from 3 cases of excessive 
uterine action, which was easily controlled. The 
foetal mortality rate, excluding cases of malforma- 
tion and antepartum death, was 4 percent. There 
was some suspicion that 1 foetal death might have 
been due to the method, as labour progressed 
rapidly after 2 injections, each of 5 units of pituitary 
extract, The method may be considered as likely 


to succeed when pregnancy is prolonged or labour 
is starting, and as harmless in cases in which it fails. 
Bryan Williams 
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540. The Voorhees Bag. An Analysis of its Use in 
164 Cases. 

By A. WEBSTER. Amer. J. Obstet. Gynec., 53, 
957-971, June 1947. 2 refs. 


In view of growing opposition to the use of the 
Voorhees bag in obstetrics, a study was undertaken 
in the Cook County Hospital, Chicago, in order to 
evaluate its merits and, if possible, to determine 
whether it has a place in modern obstetrics. In a 
7-year period up to 1944, a hydrostatic bag was used 
for 164 patients (168 infants). 

The classical indications for the use of a bag are: 
(1) to induce labour (usually in toxaemia); (2) to 
prevent bleeding (placenta praevia); and (3) to aid 
dilatation of the cervix and prevent prolapse of the 
cord and small parts in abnormal presentations 
(transverse, breech, face). Cases reported are 
grouped in this way. Twenty-two of the 64 patients 
with toxaemias had had no prenatal care. The ages 
ranged from 16 to 46 years and the parity ranged 
from para o to para 28. The period of gestation 
ranged from 25 weeks to term, except in two cases 
where it was less than 24 weeks. Three patients had 
had eclamptic convulsions. All were treated for 
from 1 day to 9 days conservatively before a bag 
was used, In 6 patients medical induction had 
failed. In 39 instances extraovular bags were used 
and in 25 intraovular bags were inserted. The aver- 
age length of labour for the extraovular bag was 15 
hours 30 minutes. In the case of intraovular 
insertion of the bag labour began more rapidly, 
sometimes within 30 minutes, the average length 
of labour in the group being 8 hours 36 minutes. 
There were two maternal deaths, neither of which 
can be charged to the method of delivery. 

In 62 cases of placenta praevia and 20 of abruptio 
placentae the bag was used. This group had had 
inadequate prenatal care. The period of gestation 
varied from 24 weeks to term. There were 38 cases 
of marginal and lateral placenta praevia. Twelve 
presentations were made by the breech, four were 
transverse; there were two double footling presen- 
tations and one single footling. More than ha!f of 
the patients were suffering from various degrees of 
shock on admission to hospital. Fifteen had 
hypertension and a number were in early labour. 
In all cases of placenta praevia the bag was placed 
intraovularly; in 9 cases of abruptio placentae the 
bag was placed extraovularly and in 11 intraovu- 
larly. With the intraovular bag the onset of labour 
was more prompt and the length of labour shorter 
than with the extraovular method. In 2 cases of 
placenta praevia use of the bag failed. 

In 18 cases a bag was inserted for miscellaneous 
reasons—in 9 for transverse lie, in 2 for deflection 
attitudes, in 1 for a compound presentation, in I 
for a double footling with a prolapsed cord, in one 
for a breech presentation with a forelying cord, i 
2 cephalic presentations with forelying cord, in! 
case in which membranes had been ruptured for 4 
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days on admission, and in one patient at 8 months 
with a diaphragmatic hernia. 

Eighty-five infants died; in 51 cases foetal heart 
sounds were absent on admission. There were 34 
stillbirths and neonatal deaths, but in 16 of these 
gestation was of 26 weeks or less. 

The patients on whom a bag was used for the 
most part were patients who were in no condition 
for abdominal surgery or in whom the baby was 
dead or previable. It is not, therefore, reasonable 
to compare the results of insertion of bags with the 
results of Caesarean section. It would seem that 
the hydrostatic bag still has a limited place in 
obstetrics. Lilian Raftery 


541. Discussion on the Management of Uterine 
Inertia in the First Stage of Labour. 

By D. M. Stern, H. J. D. Smyrue, J. V. 
O’SuLLIVAN, W. C. W. Nixon, J. Morgan, D. 
ReaD, R. G. MaieHant, and J. Howxins. Proc. 
R. Soc. Med., 41, 311-316, May 1948. 3 figs., 
10 refs. 

Stern based his remarks on uterine inertia in 
4,854 cases. Uterine inertia is said to exist when 
labour has lasted for more than 24 hours, The 
main causes are: (a) badly fitting presenting part; 
(b) psychological; (c) congenital hypoplasia of the 
uterus; (d) hormonal; (e) age, especially in primi- 
gravidae; (f) multiparity; (g) drugs and poisons; 
(h) accidental ante-partum haemorrhage; (i) full 
bladder and bowel. Alleged causes include general 
debility (no evidence), early rupture of membranes, 
fibroids, and cervical rigidity. Treatment is 
classified as (a) propnylactic; (b) active—not 
practised in the present series; (c) passive—rest, 
food, drink, sedatives, and attention to the bladder. 
The present condition of the patient should be 
treated and the length of labour ignored. A table 
shows the high incidence of prolonged labour in 
primigravidae. There is a high incidence of forceps 
delivery and increased maternal, and especially 
— mortality when labour is prolonged over 24 
ours, 

_ Drew Smythe said that three types of uterine 
Inertia occur. The first is true primary inertia, 
when the pains are weak from the onset of labour; 


contraction and retraction are feeble but the 


membranes do not rupture early. The second is 
associated with the colicky uterus described by 
Miles Phillips. Strong painful contractions occur 
from the beginning of labour. The cervix does not 
dilate and the membranes rupture early. The third 
type is associated with fear. The treatment of the 
first type is mainly passive, though forceps 
delivery and manual removal of the placenta may 
be required. In the second type, sedatives should 
be given freely and intervention may be required 

fore complete dilatation. In the third type, 
reassurance, relaxation, and sedatives are indicated. 
O'Sullivan stated that inertia means labour lasting 
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more than 30 hours. Slow dilatation of the cervix 
is a cardinal sign. Glucose and sedatives are 
important. Each case should be treated as a test 
labour. Uterine stimulants may be given, such as 
castor oil and an enema, ‘‘ oestroform’’, or 
posterior pituitary extract if the membranes are 
intact and there is no disproportion. Sepsis must 
be controlled by sulphonamides and penicillin. 
Surgical treatment may include continuous traction, 
incision of the cervix, episiotomy, manual dilata- 
tion of the cervix, and forceps delivery or Caesarean 
section. 

Nixon observed that by means of Lorand’s 
tocograph it is possible to estimate uterine action in 
3 dimensions—centimetres, grammes, and seconds. 
Tables are given showing the incidence of pro'onged 
labour (first stage exceeding 48 hours) and showing 
that in these cases the incidence of forceps delivery 
and of Caesarean section is increased. Prophy- 
lactic treatment consists of reassurance and 
administration of fluids, food, and sedatives. In 
established cases sedatives are also useful, Posterior 
pituitary extract may be given when the tocograph 
reveals hypotonic inertia. In hypertonic inertia, 
operative delivery is best. Operative intervention 
may consist of artificial rupture of the membranes, 
Diihrssen’s incisions, or Caesarean section. The 
author favours Caesarean rather than vaginal 
delivery. 

Joyce Morgan stated that the condition of tetanic 
uterus, often called rigid cervix, is much rarer than 
primary uterine inertia. For this condition, incision 
of the cervix is often valuable, the cervix healing 
well after delivery. This method had proved 
successful in 20 cases. 

According to Dick Read, cases of primary uterine 
inertia may be divided into three groups, those with 
(1) pre-labour pains without cervical dilatation; (2) 
labour contractions with cervical diatation; (3) 
inertia of mechanical obstruction. In the first group 
interference is unnecessary. For the second, 
muscular relaxation and sleep are important, The 
third group represent an obstetric emergency, 
immediate delivery being required. 

Maliphant considered that Caesarean section has 
little place in the management of uterine inertia and 
should be reserved for cases in which the cervix is 
not well taken up. For most cases, incision of the 
cervix and forceps delivery is the treatment of 
choice. 

Howkins thought that a better understanding of 
the nervous control of the uterus might enable the 
obstetrician to inhibit spasm, rigidity, and lack ct 
polarity of the cervix without upsetting the action 
of the detrusor muscle of the uterus. 

Josephine Barnes 


542. The Route of Administration of Posterior 
Pituitary Extracts. (A propos du mode d’introduction 
des extraits post-hypophysaires. ) 
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By H. Vienes, C. Levasseur, and M. NorpMan. 
Sem. Hop. Paris, 24, 2926-2928, Dec. 2, 1948. 
2 figs. 


543. Dihydroergotamine (DHE 45) in Obstetrics. 
(Verwendung von Dihydroergotamin (DHE 45) in der 
Geburtshilfe. ) 

By H. Sauter. Schweiz. med. Wschr., 78, 475- 
480, May 22, 1948. 7 figs., 32 refs. 

Dihydroergotamine lowers uterine sensitivity to 
sympathetic stimulation at term and during labour, 
thus increasing the amplitude of the contractions. 
As the innervation of the cervix and lower uterine 
segment is identical with that of the corpus uteri, 
dihydroergotamine (‘‘ DHE 45’) was employed in 
the treatment of cervical spasm. Out of 43 patients 
selected from 2,086 lying-in cases it was used 
successfully in 30 instances in which the indications 
were as follows: (1) The ¢essation of cervical 
dilatation during spontaneous labour pains; (2) 
cessation of dilatation durjng contractions increased 
by “‘ thymophysin ’’; (3) cessation of dilatation after 
medical induction. The cervix became much 
softer, receding from the examining finger; it could 
be easily stretched, and did not contract during 
labour pains, even in cases of uterine inertia. 
Experimental investigations showed that DHE 45 
acts by blocking the end-organs to adrenergic 
impulses and thus eliminates cervical spasm, lowers 
the muscle tone of the body of the uterus, and 
increases the amplitude of the contractions, At the 
same time the uterus retains its sensitivity to uterine 
stimulants and its inherent automatic action. With 
an intramuscular dose of 0.25 mg. of DHE 45 it is 
possible to shorten a lengthy labour due to cervical 
spasm. Harold Jarvis 


544. Clinical Observations on the Oxytocic Action 
of Sparteine Sulphate in Pregnancy, Labour, and the 
Puerperium. (Osservazioni cliniche sull’azione utero- 
cinetica del solfato di sparteina in gravidanza, in 
travaglio e nel post partum.) 

By G. Frasca. Arch. Ostet. Ginec., 53, 181-192, 
May-June 1948. 6 refs. 

Since Berutti, testing various substances of the 
digitalis group, observed abortion in rabbits 
fol'owing the administration of sparteine sulphate 
in 1935, several continental workers have reported 
on the oxytocic properties of this drug. 

The author has studied the action of sparteine on 
71 women at the Obstetrical School of Aquila, given 
20 times for inertia during the first stage of labour 
with 75 per cent good results, 20 times during the 
second stage with success in 95 per cent, 7 times for 
retention of the placenta with 86 per cent success, 
3 times in post-partum atony of the uterus with 
success, 10 times in incomplete abortion with only 
20 per cent success, and 11 times for induction of 
labour (effective in 45 per cent). 

Sparteine sulphate was administered intramus- 
cularly in doses varying from 90 to 200 mg., which 
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could be repeated with safety. The drug is 
described as a good oxytocic, absolutely harmless 
to mother and foetus, acting in from 10 to 30 
minutes after administration. It shortens the 
intervals between the uterine contractions and 
renders them more forceful, but does not produce 
uterine spasm. The duration of its action is variable 
but in general short. There is no antagonism 
between morphine and sparteine; the latter acts just 
as well after injection of the former. 

[This article is well worth detailed study by 
those interested in this promising oxytocic drug. ] 

N. Alders 


545. Oxytocic Action of Strophanthin. (L’action 
oxytocique de la strophantine.) 

By G. Tuporanu and A. Baran. 
Méd. Roumanie, 20, 51-57, 1947. 

Encouraged by reports on the oxytocic action of 
sparteine sulphate (see also Abstr. 544 above), the 
authors have tested the action on the uterus of 
another ‘‘ cardiotonic ’’ drug, strophanthin. Doses 
of 0.25 mg., which had sometimes to be repeated 
once, were administered intravenously in 11 cases 
of uterine inertia—7 times during the first stage of 
labour, and 4 times during the second stage, 
Strophanthin had a distinct oxytocic action, 
increasing the force and duration of, and dimin- 
ishing the intervals between, the uterine contrac- 
tions in all cases. The third stage of labour was 
always shortened and satisfactory. The effect of 
the drug was noticeable almost immediately after 
administration, and lasted for 45 to 90 minutes. 
in a further six cases of postpartum haemorrhage 
due to atony of the uterus after delivery of the 
placenta, intravenous. strophanthin injection 
resulted in immediate contraction of the 
uterus and cessation of the haemorrhage. In one 
case of Caesarean delivery the contraction of the 
uterus following injection of strophanthin could 
be directly observed. In no case were there 
any ill effects on mother or child. N. Alders 


Bull. Acad. 


546. Pharmacological Action of Morphine Phenyl: 
propionate on Uterine Musculature. (Azione farma- 


cologica del fenilpropionate di morfina sulla fibra f 


muscolare uterina.) 
By Z. M. PEzzinI. 
181, May-June 1948. 7 figs., 23 refs. 
Previous clinical observations by the author have 


shown that morphine phenylpropionate (MPP) F 


exerts a more rapid analgesic action than morphine 
hydrochloride (MH), appears to depress the foetal 
respiratory centre much less than the inorgamic 
salt, and has a beneficial influence on uterine 
contractions. Using the method of Magnus-Kehrer, 
the author compared the action of varying concer 
trations of MPP on the isolated uterus with that 
of MH. These investigations were carried out at the 
Obstetrical-Gynaecological Clinic and Physio 
logical Institute of the University of Pavia. 





Riv. Ostet. Ginec., 3, 168 F 
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While low concentrations (1 in 250,000 to I in 
3,000) of MH stimulate uterine motility and tone, 
higher concentrations (1 in 3,000 to 1 in 500) depress 
both tone and contractility, and still higher con- 
centrations paralyse the uterine muscle. On the 
other hand, while MPP in low concentrations (1 in 
240,000 to I in 15,000) increases uterine tone and 
contractions, just as MH does, with medium con- 
centrations of MPP (1 in 15,000 to I in 9,000) 
uterine contractions become stronger and more 
thythmical, and still higher concentrations (1 in 
g,000 to I in 500) produce lowering of uterine tone 
but (in contrast to MH) still stronger and more 
thythmical contractions. 

Low concentrations of MH increase the tendency 
to spasm, and higher concentrations suppress mo- 
tility of a uterus previously stimulated by posterior 
pituitary extract. MPP, however, exerts the 
pharmacological action described above even on a 
uterus previously treated with posterior pituitary 
extract. 

The author concludes that, in clinical obstetrics, 
the organic salt of morphine is preferable to the 
inorganic salts, as the former lowers abnormally 
increased uterine tone and re-institutes normal 
uterine action (strong and efficient contractions at 
sufficiently long intervals). N. Alders 


547. Action of Progesterone on Labour. (Action de 
la progestérone sur l’accouchement.) 

By M. Norpman. Sem Hé6p. Paris, 24, 2925- 
2926, Dec. 2, 1948. 4 refs. 


548. Action of Indian Hemp in Labour. 
action du chanvre indien sur l’accouchement.) 

By L. SCHLESINGER. Sem. H6p. Paris, 24, 2929- 
2931, Dec.2, 1948. 3 figs. 


(De 


549. Action of Sodium Borate on Uterine Contrac- 
tion. (Action exercée par le borate de soude sur la con- 
traction utérine. ) 

By L. BurpEa. Sem H6ép. Paris, 24 2928-2929, 
Dec. 2, 1948. 3 figs. 


550. Experience in Early and Premature Rupture of 
the Membranes. (Erfahrungen iiber die friihzeitige und 
vorzeitige Blasensprengung. ) 

By G. OpENTHAL. Zbl. Gynik., 70, 242-248, 
1946, 


551. Presentation and Prolapse of the Cord. (Sobre 
Proctibito y prolapso del cordén umbilical. ) 

By J. L. Jiménez Martin. Med. espaa., 19, 95- 
102, Jan. 1948. 6 refs. 

Figures from the literature between 1907 and 1922 
collected by Kurzrok showed that the incidence of 


| Prolapse of the cord in 260,437 deliveries was 0.92 


percent. The incidence in several series published 
M 1940 was 0.43 per cent. The author has found 
the incidence among 17,686 deliveries in Barcelona 
in the years 1922 to 1946 inclusive to have been 
0.41 per cent. There were 7 cases of presentation 
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of the cord. Two of these were treated by Caesarean 
section with one foetal death. One case was success- 
fully treated by posture, and in the 4 remaining 
cases the cord became prolapsed. 

The findings in 77 patients—74 cases of prolapse 
of the cord—are discussed in detail. There were 
25 primigravidae and 52 multigravidae. Malpresen- 
tations were found in 34.38 per cent of cases instead 
of in the usual 3.5 per cent. In over half of the 
cases of transverse lie an arm was also prolapsed. 
Pelvic contraction was present in 28.5 per cent of 
cases. In moderate pelvic contraction the foetal 
mortality was 60 per cent and in marked contrac- 
tion 100 percent. The predisposing factors in order 
of importance were found to be: prematurity, a 
cord length of more than 75 cm., placenta praevia, 
twins, abnormalities of cord insertion, a small baby, 
hydramnios, and fibroids. Spontaneous rupture of 
the membranes occurred in 84.2 per cent, and the 
prolapse was recognized in half of the cases before 
full dilatation. 

The cases were divided into three groups 
according to the findings. In the first, the heart 
sounds and cord pulsation were more or less normal 
and the foetal mortality rate in 46 babies was 34.7 
per cent. In the second group the heart sounds 
were present but there was no cord pulsation, and 
the mortality rate for 8 babies was 75 per cent. 
In the third group there were neither heart sounds 
nor cord pulsations, and only 1 baby survived out 
of 27. There were no maternal deaths. The total 
foetal mortality was 59.2 per cent, compared with 
figures in the literature ranging between 39 and 63 
per cent. In cases considered to be ‘“‘ treatable ”’ 
the mortality was 32.1 per cent, compared with 
other figures ranging between 26 and 43.9 per cent. 

Bryan Williams 


552. Forceps in Breech Delivery. [In Russian. ] 

By D. L. Marcoris. Akush. Ginek. No. 5, 
47-48, 1948. 

Where other methods of extracting the breech 
fail, application of Kielland forceps to the breech 
is recommended. Some practice is required but 
results are satisfactory. Three cases are briefly 
described. S. S. B. Gilder 


553. Some Factors which Affect Results in Breech 
Delivery. 

By W. T. Rosinson. 
543, Nov. 1948. 


Texas J]. Med., 44, 540- 


554. Brow Presentation. (Stirnlage.) 
By H. Dorr. Zbl. Gynik., 70, 265-268, 1948. 
1 fig. 


555. Treatment of Face Presentation. (Zur Behand- 
lung von Gesichtslagen. ) 
By E. R. Matss. Zbl. Gynik., 70, 233-234, 1948. 
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556. Which Arm should First be Delivered in Spon- 
taneous Vertex Presentations. (Welcher kindliche Arm 
ist bei der spontangeburt in Schidellage zuerst zu 
entwickeln? ) 


By B. Ortrow. Zbl. Gynidk., 70, 236-242, 1948. 


557. Intrauterine Injury to the Child during Labour 
by Effects of Local Heat. (Intrauterine Schidigung 
des Kindes unter der Geburt durch oértliche Warme- 
einwirkung.) 

By W. LauscHKE, 
1948. 3 figs. 


Zbl. Gynik., 70, 234-236, 


558. Effects on the Newborn Infant of Immediate 
and Late Closure of the Vessels of the Umbilical Cord. 
(Effetti sul neonato della chiusura immediata e tardiva 
dei vasi del funocolo.) 

By F. OLIveE tt. 
559, Nov. 1948. 


Ginecologia, Torino, 14, 556- 


‘ 


559. Detachment of Uterus from Vagina after Pitui- 
trin Injection. (Przypadek oderwania macicy od 
sklepién pochwowych po hipofizynie (kopoaporiexis) .) 

By R. Jackowskt. Polsk. Tyg. lek., 3, 722-723, 
June 7, 1948. 8 refs. 

A woman, aged 28, 4-para, was given an injection 
of “‘ hypophysin ’’ (pituitrin, 6 Voegtlin units) in 
the second stage of labour by a midwife. After a 
few strong contractions an acute pain occurred and 
the contractions ceased. She was still able to walk. 
The doctor, who was called in, diagnosed rupture 
of the uterus and sent her to hospital, where examin- 
ation revealed detachment of the uterus from the 
vagina, a narrow strip of the posterior cervical wall 
alone connecting the two. The dead foetus was 
delivered by the vagina, and the uterus was 

_removed by laparotomy. The patient made an 
uneventful recovery. Cc. Uhma 


560. Ergonovine Compared with Methergine in the 
Third Stage of Labor. 

By J. R. Buncu. Rocky Mtn. med. J., 45, 1110- 
1111, Dec. 1948. 12 refs. 


561. Rupture of the Uterus with Extraperitoneal, 
Mediastinal and Subcutaneous Emphysema. [In 
English. ] 

By E. Ryssinc. Acta obstet. gynec. scand., 28, 
86-95, 1948. 14 refs. 

Interstitial emphysema is not commonly observed 
in pregnancy and labour. The author reports the 
case of a sextigravida aged 39 who was admitted in 
labour at term. There was inertia associated with 
a large baby presenting by the breech. As the 
advance was slow, injections of pituitrin were given 
without particular effect. Later haematemesis, 
dyspnoea, and suddenly subcutaneous emphysema, 
appeared. Artificial delivery was resorted to and 
a macerated foetus delivered. The patient died 
some hours later from increasing circulatory failure. 
Necropsy revealed extensive emphysema of the left 
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broad ligament which had spread retroperitoneally 
to the mediastinal cavities. There was an incom- 
plete uterine rupture 6 cm, long on the left side of 
the uterus into the broad ligament. A discussion of 
the various possible types of emphysema is given, 
Kenneth Bowes 


562. Complicated Open Symphysial Rupture in 
Spontaneous Labour. (Komplizierte offene Symphy- 
senruptur bei spontangeburt.) 

By W. Hinz. Geburts. u. Frauenheilk, 8, 820- 
824, Dec. 1948. 13 réfs. 


563. Mechanical Torsion Rupture of the Lateral 
Fornix during Spontaneous Delivery. (Geburts. 
mechanische Torsionsrupturen der seitlichen Scheiden- 
gewolbe bei Spontangeburten.) 

By B. Orrow. Zbl. Gynik., 70, 69-73, 1948. 


564. Spondylolisthesis as a Complication in Labour, 
(Uber die Spondylolisthesis als Geburtskomplikation.) 

By K. Sotva. Acta obstet. gynec. scand., 28, 
137-149, 1948. 4 figs., 28 refs. 


565. Late Postpartum Hemorrhage. 

By S. A. Wouze and P. Pepowitz. Amer. J. 
Obstet. Gynec., 53, 84-99, Jan. 1947. 7 figs., 14 refs, 

Late postpartum haemorrhage is defined as 
prolonged or excessive haemorrhage after the first 
24 hours of the puerperium, but the authors exclude 
from their discussion haemorrhage due to varices, 
neoplasm, and inversion of the uterus. They 
describe three causes: (1) retained placental tissue; 
(2) uterine abnormalities in involution of the 
placental site; (3) uterine abnormalities in retention 
and separation of the decidua vera, 

Thirty-seven cases of late postpartum haemor- 
rhage are analyzed. Thirty-two of these occurred 
at the Brooklyn Jewish Hospital in a series of 32,155 
deliveries. They consider that Credé expression and 
manual removal of the placenta are predisposing 
causes of retention of placental fragments, and also 
that the hurried conduct of the third stage can be 
an important factor. They describe their routine 
conduct of the third stage. Delivery is conducted 
under gas-oxygen-ether anaesthesia. With the 
birth of the child 0.5 ml. of pituitrin is given 
intramuscularly and the anaesthesia is lightened. 
When the fundus rises or the cord descends 4 
modified Credé expulsion is performed and the 
placenta is expressed; 1 ml. of ‘‘ ergotrate ’’ is then 
given intramuscularly and gr. sto (0.2 mg.) of 
ergotrate in tablet form is given every 4 hours for6 
doses. The placenta and membranes are carefully 
inspected. It is pointed out that if a fragment of 
placenta is left in situ it is expelled spontaneously, 
is removed surgically, or produces a polyp. Ia 
their series there were 4 cases of spontaneous 
expulsion, 31 of of surgical removal and 2 of polyp 
formation. Twenty-four of the patients wert 
afebrile and 7 febrile. The histological diagnosis 
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of infection of retained placental tissue could not 
be correlated with clinical evidence of sepsis. The 
diagnosis of retained tissue was provisionally made 
when bleeding recurred, and was confirmed by 
digital exploration of the uterus. In the author’s 
experience medical treatment is unsatisfactory, and 
in all cases in which it was attempted surgical 
removal was later required. They favour explora- 
tion with the finger, placental forceps, and curette, 
in that order. Specific chemotherapy was used and 
transfusion was necessary on sixteen occasions, 


It is emphasized that late postpartum haemor- 
thage rarely occurred in the absence of retained 
placental tissue, but it could be due to late detach- 
ment of thrombi at the placental site or to abnor- 
malities in the retention and separation of the 
decidua vera. The evidence for this latter being 
asource of haemorrhage was collected from a study 
of 50 cases of Caesarean hysterectomy. Separa- 
tion of the placenta and membranes generally occurs 
in the spongy layer of the decidua but the line of 
cleavage may be irregular, leaving in some areas 
thick zones of decidua. Necrosis of retained decidua 
is complete by the seventh postpartum day, and 
subsequent detachment of the decidual slough 
should be complete by the twelfth day. The authors 
consider that if this separation took place later than 
this it was abnormal. Bleeding at the time of 
separation usually occurred within the first ten days 
of the puerperium. There were 13 cases of late 
postpartum haemorrhage in this group, and physi- 
cal examination revealed a patulous cervix and a 
subinvoluted uterus. Medical treatment was 
successful on three occasions, but in 10 curettage 
was necessary. J. Stallworthy 


566. Transvaginal Parametrial Ligation of the 
Uterine Arteries with Catgut in Threatened Postpartum 
Atonic Haemorrhage. [In Russian. ] 


By N.I.Zyastov. Akush. Ginek. No. 5, 42-43, 
1948. 

The author has on 11 occasions ligated trans- 
vaginally the uterine arteries with catgut close to 
the cervix in cases of intractable postpartum 
haemorrhage. One patient died because ligation 
was carried out too late. After the ligation the 
uterus contracts down vigorously. The procedure, 
in the author’s opinion, is not dangerous, wounding 
of the artery with the needle being unlikely and the 
ureter being some distance away. 

S. S. B. Gilder 


_ 567. Postpartum Haemorrhage Following Bleeding 
in Pregnancy due to Placenta Praevia. (Hémorragies 
des suites de couches venant aprés une hémorragie de 
la grossesse par placenta previa.) 
By H. Vicnes. Sem. H6p. Paris, 24, 2932-2933, 
Dec. 2, 1948. 6 refs. 
I 








ANAESTHESIA. 


568. Anaesthesia for Obstetrics. 


By A. MacMitran. 
557-559, Dec. 1948. 
569. Exercises and Obstetric Analgesia. 


By H. E, Ropway. Med. Press, 220, 494-498, 
Dec. 8, 1948. 


Canad. med. Ass. J., 59, 
2 refs. 


570. A Method of Obstetric Analgesia and Anes- 
thesia. 

By L. M. ScHapeL. Amer. J]. Obstet. Gynec., 
55, 1016-1022, June 1948. 2 figs., 5 refs. 

The author describes a combination of general 
and local methods for relief of pain during labour. 
‘““ Demerol ’’ (pethidine), 1 mg. per Ib. (0.45kg.) of 
body weight and scopolamine hydrobromide gr. +45 
(0.42 mg.), are given intramuscularly when the 
cervix is dilated to 4cm.ormore. When the second 
stage of labour is reached in a multiparous patient 
or the perineal stage in a primiparous patient, 
pudendal block is performed. Next, 1 g. of 
“‘intracaine ’’ crystals is dissolved in 100 ml. of 
distilled water and 5 drops of 1 in 1,000 adrenaline 
solution is added. A skin wheal is raised on each 
side of the perineal body and to ml. of the intracaine 
solution is injected along the pudendal nerve after 
preliminary aspiration, at the anterior end of 
Alcock’s canal. Another 10 ml. is injected 
anteriorly to block the ilioinguinal nerve as it passes 
over the symphysis. An additional 1o ml. is injected 
anteriorly to the sphincter ani muscle into the 
levator fascia to catch the inferior haemorrhoidal 
and branches of the fourth sacral nerves. The 
procedure is repeated on the other side. Perineo- 
tomy and low forceps delivery may be performed, 
if indicated without additional anaesthesia. 

This type of analgesia was given to 100 patients, 
and of these, in 90 it was satisfactory and in Io un- 
satisfactory; 2 patients subsequently developed 
ischiorectal abscess. Contra-indications are: (1) 
Local infection of the perineum. (2) Hysteria, epil- 
epsy, or emotional instability. (3) Obstetric compli- 
cations: (a) placenta praevia; (b) accidental ante- 
partum haemorrhage; (c) cephalo-pelvic dispropor- 
tion; (4) monstrosities; (e) nonengaged head or false 
labour; (f) previous history of sensitivity to either 
drug. 


D. M. Stern 
571. Obstetric Analgesia with Vitamin B,. [In 
Russian. | 
By E. E. Samottova. Akush. Ginek. No. 5, 


38-39, 1948. 

The author administered vitamin B, (aneurin) 
for obstetric analgesia in 200 labours (115 in primi- 
parae). The vitamin was given when the os was 
2 to 3 fingers dilated, either by mouth in 3 doses of 
50 mg. at 1-hour intervals, or intramuscularly, 1 
to 3 doses at the same intervals. Analgesia was 
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never complete and a satisfactory effect was 
obtained only in 5.5 per cent; some effect was noted 
in 30.5 per cent and none in 64 per cent. The 
dosage and mode of administration did not affect 
the result. Uterine activity appeared to be 
unchanged in 65 per cent and increased in 32 per 
cent. The results are considered to be disapointing. 


S. S. B. Gilder 
572. Vitamin B, in Obstetric Analgesia. [In 
Russian. } 
By F. P. PatusHinsKaya and E. I. FIvina. 


Akush. Ginek. No. 5, 35-37, 1948. 

It has been suggested that vitamin B, (aneurin) 
is of value as an analgesic in labour. The authors 
studied its effect in 115 cases (80 in primiparae) in 
1947, using aneurin alone in 65 of these. They 
gave an initial intramuscular injection of 60 mg., 
and in 69 cases a second dose of 40 mg. In 4 cases 
there was no futher complaint of pain. In 20 cases 
pain was much less intense for a prolonged period. 
In 19 cases there was transient analgesia and in 22 
no effect. In 44.6 per cent labour appeared to be 
shortened, Inertia encountered in 4 cases was not 
ascribed to the drug. There was no adverse effect 
on the foetus, Since aneurin alone was not satis- 
factory, other analgesics (bromides, local analgesics) 
were added in 50 cases; in this series there were only 
11 failures and analgesia was complete in 17 cases. 
Labour was shortened in 44 per cent of this group. 

S. S. B. Gilder 


573. Pethidine in Labour. 

D. Beaton. Edinb. med. J., 55, 354-361, 1948. 
12 refs. 

The author compares go cases in which labour 
was conducted under the influence of pethidine 
alone with 90 control cases in which other sedatives 
were used. All patients were primigravidae. The 
forceps rate was significantly higher in the control 
series, and the incidence of postpartum haemorrhage 
was slightly raised in the pethidine series. Pethi- 
dine diminishes the frequency and intensity of 
labour pains, but, except where given before the 
cervix is two fingers dilated, does not increase the 
duration of labour. No toxic effects were observed 
in mother or child, but there was one unexplained 
stillbirth in the pethidine series. All except two 
mothers experienced relief from pains and anxiety, 
and 12 had complete relief. The average dose was 
200 to 300 mg. In one case a maximum of 1,000 
mg. was given with no untoward results. 

D. M. Sheppard 


574. Scopolamine and Apomorphine in Labor. 

By B. B. HEerRsHENSON and E. R. BRUBAKER. 
Amer, J. Obstet. Gynec., 53, 980-995, June 1947. 
20 refs. 

The authors emphasize that pharmacological 
agents used for the purpose of accomplishing 
obstetric amnesia and analgesia must cause little or 
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no interference with the natural forces of labour. 

Over a period of years scopolamine has been found 
to be the most constantly useful drug in producing 
amnesia in labour. During the past few years 
apomorphine was employed in sub-emetic doses of 
QI. 440 to py (0.65 to 1.3 mg.) to effect sedation of 
the excited patient and this article gives an account 
of a systematical clinical study of the combination 
of the two drugs. A series of 500 patients at the 
Boston Lying-In Hospital is presented. A short- 
acting barbiturate (‘‘ seconal ’’) in limited hypnotic 
doses was employed early in labour before uterine 
contractions caused severe pains. For amnesia and 
analgesia scopolamine and apomorphine are admin- 
istered, The technique is described as well as the 
methods of assessing results and the effects on the 
length of labour, on blood loss, and on the newborn 
infant. The combination does not appear to 
influence the natural forces of labour and its 
effectiveness compares very favourably with that of 
other methods. 

The average primiparous labour in this series 
lasted for 11.3 hours, the average multiparous labour 
for 6.5 hours. There was no unfavourable effect 
on the third stage of labour, and blood loss was not 
increased. There was no demonstrable depressant 
effect on the infant, or any increase in foetal 
morbidity or mortality. There was a reduction in 
the incidence of postpartum respiratory compli- 
cations even in the group presenting some antepar- 
tum respiratory complication. Other complications 
were not more frequent than in controls. 

Increased supply of oxygen to the mother is 
consistent with good practice of obstetric anaes- 
thesia. 

The authors suggest that there is yet much to be 
learned about the pharmacology of apomorphine 
in sub-emetic doses. This might prove a fruitful 
field of investigation for the experimental pharma- 
cologist. Lilian Raftery 


575. Newer Obstetric Analgesics. Preliminary 
Evaluation of Compounds No. 10720 and No. 10820 
(Dolophine) . 

By C. J. Lunp. Amer. J. Obstet. Gynec., 55, 
1007-1015, June 1948. 5 refs, 

The perfect obstetric analgesic should give 
complete analgesia with safety to mother and baby, 
without interfering with the normal processes of 
labour and delivery. Furthermore, it should be 
inexpensive, easily administered, and readily used 
in any environment. Bearing these characteristics 
in mind, two new compounds, No. 10720 and No. 
10820 (‘‘ dolophine ’’; ‘‘ physeptone ’’) were investi- 
gated. 

Compound 10720 was given to 50 obstetric 
patients in doses of from 5 to 10 mg., hypoder- 
mically. In 9 of the patients the drug was repeated 
after a 4-hour interval, and in some it was com- 
bined with gr. .j5 to s$5 (0.32 to 0.21 mg.) scopola- 
mine. With a few exceptions the effect of the drug 
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began within 30 to 45 minutes after administration 
and lasted for from 244 to 34 hours. The analgesia 
was excellent in some 20 per cent of cases, good in 
30 per cent, fair in 40 per cent, and absent in 10 
percent. The best results were obtained when the 
drug was combined with scopolamine, and there 
were no failures in this group of 13 mothers. It had 
no deleterious effect on the length of labour or 
delivery. It probably predisposed to asphyxia 
neonatorum, because 12 per cent of the babies had 
mild and 6 per cent moderate asphyxia; none had 
severe asphyxia. Many mothers noted some 
dryness of the mouth and some were giddy. In 3 
there were nausea and vomiting, which may have 
been due to the drug. There was no effect on blood 
pressure, but there seemed to be some slowing of 
the heart rate. There were no serious reactions. 

Compound No. 10820 was administered to 17 
obstetric patients in doses of from 5 to 15 mg. Its 
analgesic effects were disappointing; in one patient 
analgesia was fair and in 7 it was poor; there were 
9 failures. D. M. Stern 


576. The Present Status of Continuous Caudal 
and Spinal Analgesia in Obstetrics. 

By C. B. Lutt. Med, Clin. N. Amer., 32, 1683- 
1697, Nov. 1948. 


577. Continuous Caudal Analgesia in Obstetrics. 
By J. C. Krein. Texas J. Med., 44, 532-536, 
Nov. 1948. 5 refs. 


PUERPERIUM AND LACTATION. 


578. Postpartum Care. 
By R. Lurkart. Texas J. Med., 44, 543-546, 
Nov. 1948. 6 refs. 


579. Postpartum Psychoses, Cyto-hormonal Study. 
(Les psychoses du post-partum étude cyto-hormonale. ) 

By J. Detay, G. Botrrette, and A CorTEEL. 
Sem. Hép. Paris, 24, 2891-2901, Nov. 30, 1948. 20 
refs, 


580. The Surgical Treatment of Phlebothrombosis in 


| Obstetric and Gynecologic Patients. 


By F. W. Bancrort. Amer. J. Obstet. Gynec., 
53, 109-116, Jan. 1947. 6 refs. 

In discussing thrombosis the author describes two 
types of lesions : (1) Thrombophlebitis characterised 
by a phlebitis and periphlebitis in which there may 
beno clot inthe lumen. A rigor, high temperature, 
swelling of the leg, and marked tenderness and 
tedness over the veins were clinical features, peri- 
lymphatic involvement being prominent. Embolism 
in this type of lesion is relatively rare. (2) Phlebo- 
thrombosis characterized by blood clot filling the 
lumen of the vein. Sudden onset not usually 
accompanied by a high temperature or excessive 
swelling is a clinical feature. In this type of lesion 
embolism is much more common. The importance 
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of tenderness in the calf, sometimes present only 
when the foot is hyperextended, is emphasized. In 
obstetrics and gynaecology a thrombus frequently 
commences in the pelvic veins and embolism may 
occur before there is any evidence of peripheral 
thrombosis. 

Before discussing surgical treatment the author 
reviewed the use of three anticoagulants: (1) 
Sodium thiosulphate; 10 ml, of 10 per cent solution 
was given intravenously daily for several days in 
those cases in which the possibility of thrombosis 
and embolism was feared. In such cases neither 
thrombosis nor embolism developed. (2) Heparin; 
given continuously intravaneously, or subcutane- 
ously in a gelatinous medium. (3) Dicoumarol; the 
onset of action is slow but the effect may be pro- 
longed. For this reason there are dangers associated 
with its use. 

In discussing the surgical treatment of this 
condition the author suggests that if varicose veins 
are thrombosed it is wise to ligate the vein proximal 
to the thrombus, and if pain is a feature to excise 
a segment of the vein. If thrombosis recurs the feet 
should be carefully inspected for evidence of 
infection between the toes. Ifa previous pregnancy 
has been complicated by thrombosis the author 
advises the use of sodium thiosulphate, and advo- 
cates its use 5 or 6 days before delivery and 5 days 
in the puerperium. For the treatment of thrombosis 
in the postoperative patient or in the puerperium 
three therapeutic measures are discussed. (1) 
proximal ligation or removal of the thrombus; (2) 
the use of anticoagulants; (3) lumbar sympathetic 
block. The author favours proximal ligation with 
removal of the thrombus, and is also in favour of 
a bilateral exploration of the veins, He emphasizes 
the importance of paying attention to the amount of 
blood lost during aspiration of the veins. Lumbar 
sympathetic block is advocated in cases of thrombo- 
phlebitis. J. Stallworthy 


581. Advantages of Surgical Treatment in Phlebo- 
thrombosis. 

By R.S. MILLEN. Amer. J]. Obstet. Gynec., 53, 
117-122, Jan, 1947. 

Five cases of phlebothrombosis are reported. In 
one of these cases a femoral thrombus was removed 
5 days before hysterectomy. In one puerperal case 
bilateral removal of thrombus was performed, but 
the patient unfortunately died, and in one a 
thrombus was sucked out of the femoral vein. 

In the subsequent discussion the case for and 
against surgical treatment was presented, and in 
conclusion the author stated that if he had a 
thrombosis in his leg he would prefer ligation of 
the long saphenous vein to a lumbar ganglion block. 
He emphasized the importance of gentle handling 
of tissues, and the avoidance of postoperative 
abdominal distension in the prevention of throm- 
bosis. J. Stallworthy 
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582. Treatment of Puerperal Fever. (Zur Behand- 
lung des Wochenbettfiebers. ) 
By H. Kustner. Zbl. Gynik., 70, 47-50, 1948. 


583. Intra-uterine Penicillin. 

By M. M. KrisEman. Edinb. med J., 55, 293- 
301, May 1948. 1 fig., 14 refs. 

It has been shown that the local treatment of 
wounds and serous surfaces with penicillin results 
in a high concentration of the drug locally, and also, 
if instillation is regular, maintains a constant 
bacteriostatic level in the blood, For this reason 
the author investigated the absorbability of peni- 
cillin from the uterine cavity in cases of abortion 
and puerperal infection and assessed its possible 
clinical applications. The series, which was seen 
at the Edinburgh Royal Infirmary, consisted of 
7 cases of incomplete abortion, 1 case of septic 
abortion, 2 cases of local uterine puerperal infection, 
and 1 case of functional uterine bleeding (requiring 
curettage). 

Two methods of instillation were adopted: (a) 
continuous and (b) intermittent. The patient was 
prepared for operation and swabs were taken for 
culture from the posterior fornix and cervical canal. 
A No. 8 (English) rubber catheter was inserted into 
the cervix and sutured there. A control specimen 
of venous blood was taken. Continuous adminis- 
tration: with a ‘‘drip’’ apparatus a solution of 
500,000 units of penicillin in 500 ml, of normal 
saline was introduced at the rate of 30 to 35 drops 
per minute, a course of 2,000,000 units being given 
within 20 hours. A certain amount of leakage 
occurred but this was reduced by raising the foot 
of the bed on 9-in. (23 cm.) blocks. Intermittent 
administration: 200,000 units of penicillin in 5 ml. 
of normal saline or distilled water injected through 
. the catheter at 3-hourly intervals was found to be 
the most effective dose. 

In all cases 5-ml. specimens of blood were taken 
at intervals and tested for bacteriostasis in varying 
dilutions. The test employed was the standard one 
in the Bacteriology Department of the Edinburgh 
Royal Infirmary and is based on the serial dilution 
method (Fleming). The blood serum in varying 
dilutions is incubated overnight with a known 
dilution of a test strain of staphylococcus (the 
Oxford 5). The dilutions are plated out and by 
contrasting the number of colonies grown with a 
control the degree of bacteriostasis is estimated. 

Bacteriostatic levels of penicillin were reached in 
the blood by both methods, but the results obtained 
by intermittent injection were the most satisfactory, 
the lowest blood level being a serum dilution of 1 
in 2 and the highest 1 in 128. It is hoped that this 
method of administration of penicillin may prove 
of value in the treatment of local infections of the 
genital tract which do not respond to intramuscular 
injections, and that anaerobic bacteria insensitive to 
the concentration normally reached in the blood 
may be affected by the higher concentration reached 


‘the 
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locally. Penicillin locally may be of use in poten. 

tially infected maternity cases and in some cases of 

septic abortion where the uterus has to be emptied, 
Mary Pollock 


584. Penicillin Prophylaxis of Infection after Intra. 
uterine Intervention During Delivery. (Prophylaxie 
de l’infection par pénicillothérapie aprés manoeuvres 
intrautérines de la délivrance.) 

By M. Mayverand —. Lanvin. Gynéc. et Obstet., 
47, 339-346, 1948. 

The authors have studied the role of the intra- 
uterine intervention as a cause of all types of puer. 
peral infection, the manner in which the risk of 
infection varies according to circumstance and the 
type of puerperal infection, the manner in which 
the risk of infection varies according to circum. 
stances and the type of intervention, and finally 
the value in such cases of systematic penicillin 
prophylaxis. The authors admit that opinions vary 
concerning the danger of intrauterine intervention 
during delivery. The cases they studied are from 
Port Royal and SBaudelocque Maternity 
Hospitals, Paris, where the classical obstetrical rules 
are enforced. 

The first series of cases was chosen from deliveries 
in the winter and spring of 1930; out of a total of 
2,900 deliveries, there was a 1.78 per cent incidence 
of postpartum intrauterine intervention and practi- 


cally no prophylaxis, although asepsis and indica f 


tions for intervention were very strict. The second 
series refers to 2,700 deliveries when intervention 
was associated with sulphonamide prophylaxis (20 
to 25 g. in 6 days). The third series refers to 2,50 
deliveries in 1946, at a time when all intrauterine 
intervention was systematically associated with 
penicillin prophylaxis. 
developments, the authors differentiate apyretic 
cases (temperature below 38° C. (100.4° F.)) with n0 
clinical signs of infection; cases of mild infection 
(temperature between 38° and 39° C. (100.4° 0 
102.2° F.) for not more than 10 days); cases of severe 


to days); and deaths due to puerperal infection. 
The risk of infection is clearly shown in the 193 
series, when in more than half of the cases (57 pet 
cent) infection of some type developed, as against 
40 per cent for the combined three series. Inter 
vention for delayed placental separation is least 


dangerous (no fever in 78 per cent of the cases). § 


Intervention in cases of haemorrhage is mote 
dangerous (no fever in 54 per cent of the cases). 
Curettage leads to an even greater percentage of 
infections (no fever in 42 per cent of the cases), 
and finally intrauterine intervention after obstet 
rical operations also often causes infection (no fever 
in 49 per cent of cases). 

Sulphonamide therapy considerably reduced both 
number and gravity of infections.  Penicillia 
therapy reduced the percentage to one-tenth of the 
number of infections in the pre-prophylaxis periol. 


As regards postoperative f 
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The authors give the following figures: (1) 1930 
series: 43 per cent afebrile; 27 per cent mild infec- 
tions; 25 per cent severe infections; (2) 1945 series: 
56 per cent afebrile; 32 per cent mild infections; 12 
per cent severe infection; (3) 1946 series: 80.5 per 
cent afebrile; 17 per cent mild, and 2.5 per cent 
severe infections. The authors summarize the 
classical technique for delivery of the placenta. 
Penicillin therapy is started immediately after 
delivery with 3-hourly doses of 25,000 units and 
daily doses of up to 200,000 units. This is 
continued for 5 days in mild cases. If signs of 
infection appear, treatment is continued until 48 
hours after the signs have disappeared. In very 
severe cases, the daily dose has been increased to 
400,000 and even 600,000 units per day by intra- 
muscular infusion without any ill effects. The 
authors do not believe that penicillin resistance is 
induced in these cases, but they insist that treat- 
ment be early, thorough, and prolonged 
H. Godar 


585. Nine Years of Sulphonamide Therapy in the 
Cure and Prophylaxis of Puerperal Infection. (Nove 
anni di chemioterapia sulfamidica nella cura e profilassi 
della infezione puerperale.) 

By M. Bertina. Ginecologia, Torino, 14, 518- 
527, Nov. 1948. Bibliography. 


586. Breast Reduction and Lactation. 

By A. RaGneti. Brit. J. plast. Surg., 1, 99-103, 
July 1948. 3 figs., x ref. 

Because of the increasing use of free grafting of 
the nipple in breast reduction, the author reca!ls 
the opinion expressed long ago by Hollander that 
“the breast after operation should be an organ and 
not a substitute ’’. He emphasizes the importance 
of lactation in view of recent research work in the 
field of immunity and vitamins. 

The author states that the capacity for lactation 
_ of hypertrophic breasts not operated upon, as well 
as those reduced by plastic operations, has been 
» considerably underrated. In 1946 he found that of 
56 women pregnant before operation 57.2 per cent 
had suckled satisfactorily. Of 12 women operated 
upon the author’s method 9 (75.0 per cent) had 
been able to suckle satisfactorily. There is there- 
fore every reason to preserve the ability to lactate 
and consequently the author claims that the method 
of resection should satisfy the two following 
| conditions: (1) the retention of as many glandular 
lobes as possible, and (2) functional integrity of 
those retained. In the author’s method sectional 
resection is carried out in the superior central portion 
where more fat and less glandular tissue is usually 
found. Ata later operation it may prove necessary 
to remove some fat from the lower portion of the 
breast. 

_Free grafting of the nipple makes further lacta- 
tion impossible and should be confined to cases in 
which: (1) pregnancy is out of the question; (2) 
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previous pregnancy has not produced lactation; 
(3) (very rarely) the breasts are of such gigantic 
dimensions that ordinary methods of reduction 
cannot be used. For further details of the author’s 
method for breast reduction the reader is referred 
to Acta chir. scand., 1946, 94, Supplementum 113. 
H. Schjelderup 
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587. Bedside Care of the Newborn by the Parturient 
Mother. 

By T. L. Montcomery. Med. Clin. N. Amer., 
32, 1699-1709, Nov. 1948. 2 figs., 12 refs. 


588. Somatological Studies in the Newborn. 
(Estudios somatoldgicos en recién nacidos. ) 

By C. HEtmncKEz and P, ARrmAGADA. Rev. Asoc. 
méd. argent., 62, 575-580, Oct. 30, 1948. 9 figs., 
12 refs. 


589. The Biology of Vernix Caseosa. (Beitrage zur 
Biologie der Fruchtschmiere.) 

By L. Lajos and F. SzontaGH. Gynaecologia, 
Basel, 125, 302-311, May 1948. 2 figs., 34 refs. 

Our knowledge of the function or functions of 
vernix caseosa is still incomplete. Vernix caseosa is 
supposed to have some protective action on the 
skin, to ease the passage of the foetus through the 
birth canal, and to be re-absorbed and to contribute 
to the development of the skin. The former concep- 
tion that vernix caseosa is a product of the sebaceous 
glands is not confirmed, for these glands are not 
fully developed even in an infant at term, and in 
premature infants the amount of vernix is particu- 
larly large. In cases of postmaturity, on the 
other hand, vernix is generally absent, although 
the sebaceous glands are more fully developed. In 
these cases maceration of the skin due to lack of 
vernix is regularly seen. It is more probable than 
vernix caseosa is a product of the amnion, a view 
which is supported by the accumulation of this 
substance in regions that are in close contact with 
the amnion, such as the neck, back, and outer 
aspects of the limbs. Chemically, vernix caseosa 
consists of water, glycerin, various amino-acids 
(cystine, tyrosine, tryptophan), oleic acid, and 
mineral salts. It can therefore hardly be called a 
waste product. Its value is confirmed by the good 
results in the treatment of indolent ulcers and 
wounds with vernix, and by the clinical importance 
of this substance as a protective mechanism in the 
newborn. Several authors stress the fact that it 
should not be removed from the body of the new- 
born infant; if it is retained the initial loss of weight 
is less, the birth weight is regained more easily, and 
physiological jaundice seems to be rarer and milder. 

Similar results were obtained by workers who, 
following Seitz’s observations that follicular hor- 
mone is one of the most important factors promoting 
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intrauterine development, found that oral or percu- 
taneous administration of this hormone diminishes 
the physiological loss of weight after birth and also 
the incidence and severity of physiological jaundice. 
The authors, investigating the follicular hormone 
content of vernix caseosa, found that injection of 
an oily suspension of vernix or inunction into the 
previously depilated skin on the back of a young 
castrated rat produces a positive reaction to the 
Allan-Doisy test. This proves the presence of 
follicular hormone in the vernix; the hormone seems 
to be derived from the placenta. Since the placenta 
also produces gonadotrophin, which has been found 
in the saliva, cerebrospinal fluid, skin, vaginal 
mucosa, colostrum, and liquor amnii, they tried to 
demonstrate the presence of this hormone in the 
vernix. Their experiments on infantile female mice 
were, however, not successful. W. Mestitz 


590. Surface Tension as a Factor in the Resistance of 
Neonatal Lungs to Aeration. 

By P. GRUENWALD. Amer. J]. Obstet. Gynec., 
53, 996-1007, June 1947. 8 figs., 30 refs. 

In a large number of cases of stillbirth and neo- 
natal death amniotic fluid is found in the alveoli of 
the lungs. It is not yet possible to determine unequi- 
vocally the normal state of the lungs just before 
birth. In stillborn infants all the alveoli are usually 
uniformly expanded with fluid, whereas in neo- 
natal death areas of complete atelectasis alternate 
with aerated portions. An effort is made to explain 
this difference. 

Three conditions of the lungs of newborn infants 
must be distinguished, namely, aeration, atelectasis, 
and expansion with fluid. The latter two can be 
specifically diagnosed usually only when histologi- 
cal sections are available. All observers agree 
that the presence of much solid or fatty material 
in aspirated amniotic fluid constitutes a danger 
because it may obstruct air spaces or stimulate an 
inflammatory reaction. Amniotic fluid usually does 
not irritate the lung tissue even if it contains corni- 
fied cells, fatty vernix, or meconium, but congenital 
pneumonia, which is relatively rare, occurs only 
in those lungs which contain aspirated amniotic sac 
contents. The factors which may prevent the 
aeration of an atelectatic lung after birth have been 
summarized as follows: cohesion of the moist 
surfaces of co!lapsed alveoli; imperfect development 
or injury of the respiratory centre; an imperfectly 
developed thoracic mechanism; bronchial obstruc- 
tion and an increased turgor of the lung tissue due 
to congestion, oedema, or haemorrhage. 

The stages in foetal or neonatal expansion of the 
lung are described. If fluid is aspirated all alveoli 
expand gradually and simultaneously. If air enters 
the lung expansion proceeds by an increase in the 
number of aerated alveoli; each alveolus either 
remains collapsed or is fully expanded. True 
atelectasis of all or part of the lung tissue is much 
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more common in liveborn than in stillborn infants, 
This suggests that atelectasis is the normal condi- 
tion of the foetal lung and that expansion of the 
alveoli with fluid as seen in stillborn is the result of 
a period of anoxia. It is conceivable, and com. 
patible with the present observations in human 
necropsy material, that the foetus normally 
aspirates fluid which is then rapidly absorbed at 
birth so that atelectasis is secondarily established, 
Farber and Wilson suggest that in initial atelectasis 
of the newborn the alveoli have a cuboidal lining, 
which changes irreversibly into a flat lining when the 
alveoli expand for the first time. Much more vernix 
than is usually found in the lungs of normal new. 
born infants should be present if amniotic fluid had 
regularly been aspirated for a period of several 
months. The presence of aspirated amniotic fluid at 
necropsy should not necessarily be considered the 
cause of death. Aspiration may be fatal if the 
amount of fluid or its contamination with solid or 
fatty material is excessive. 

In order to study resistance of the lung tissue to 
expansion the minimum pressure was determined 
which is necessary to fill the alveoli with watery 
fluid or with air. In the lungs of 15 stillborn o 
newborn infants thus examined the average pressure 
for air was twice that required for fluid. The greater 
ease with which fluid can be aspirated emphasizes 
the danger of foetal anoxia and the need for its 
prevention. The resistance to aeration is due t0 
surface tension, which counteracts the entrance of 
air but has no effect on the aspiration of fluid. 
Surface-active substances reduce the pressure 
necessary for aeration. This suggests that the 
addition of surface-active substances to air 
oxygen spontaneously breathed in or introduced by 
a respirator might aid in relieving the initial atelec- 
tasis of newborn infants. Lilian Raftery 


591. The Radiographic Appearance of the Gastro 
intestinal Tract During the First Day of Life. 

By M. G. Wascu and A. Marck. J. Pediat., 32 
497-489, May 1948. 1 fig., 3 refs. 

In order to study the distribution of gas in tht 
stomach and bowel in the first few hours after birth, 
50 normal newborn infants were examined radiologi: 


cally. Straight radiographs of the abdomen wet ; 


taken in the supine position at times varying from 
birth up to 24 hours. The films show a fairly cot- 
stant pattern of gas distribution and sequence @ 
progress of gas within the stomach, small intestine 
and large bowel during the first 8 hours. Air’ 
present in the stomach at birth. Within the fir 
hour coils of small intestine are visib’e but differet 
tation between jejunum and ileum is not possible 
apart from their position. At about 3 hours tht 
lumen of the colon can be identified and air cal 
usually be seen in the distal loops of the colon befor 
8 hours. By 1o or 12 hours, air is widely dispersed 
in the small intestine, but lessens in amount thert 
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after, when the colon outline becomes more promi- 
nent. The authors describe in addition 2 cases of 
small intestine obstruction in the newborn. Radio- 
graphs were taken for the first time at 20 hours and 
36 hours respectively when the distension was well 
established. Both infants were operated upon but 
ultimately died. It is the authors’ opinion that 
in the light of the findings in the normal infant, 
routine radiography, say at 3 hours after birth, in 
any case in which abnormality is suspected would 
make earlier diagnosis of bowel obstruction possible. 
A. M. Rackow 


592. The Blood Picture in the Newborn. (Das Blut- 
bild des Neugeborenen. ) 
By H. H. Rerscu. 

2 figs., 11 refs. 


Zbl. Gyniik., 70, 248-255, 


593. Evaluation of Certain Preparations for Care of 
the Skin of Newborn Infants. 

By M. A. PErtsTEIN. Amer, J. Dis. Child., 75, 
385-394, Mar. 1948. 1 fig., 9 refs. 

The author is mainly concerned with finding the 
most satisfactory routine for the care of the skin of 
newborn infants. The results of a comparative 
evaluation of various lotions used on 2,077 consecu- 
tive newborn full-time infants point to the efficacy 
of oil-in-water emulsions of liquid petrolatum, 
U.S.P., and hydrous wool fat, U.S.P., in removing 
particulate matter and at the same time reducing 
the incidence of irritations as exemplified by 
miliaria, and resulting infections (impetigo), to a 
minimum. The addition of an antiseptic (8- 
hydroxyquinoline) to the lotion gave no better 
results, suggesting that the value of the lotion was 
attributable to its physical character, protection 
being provided without interference with processes 
of respiration and loss of moisture. 

The technique of applying the preparations used 
was, briefly, as follows. The nurse, after scrubbing 
her hands and taking hand prints of the baby, 
washed the head with water and a mild soap, and 
removed excess of vernix with a sterile sheet. 
Starting at the head and proceeding to the limbs, 
trunk, and finally buttocks, she then applied the 
preparation freely with her hands, after which the 
infant was dressed in sterile clothing. On the 
second day of life the child received a sponge bath 
with tap water and a mild soap, and on the third, 
fifth, seventh, and ninth days a further application 
of the preparation under investigation. The babies’ 
skin was examined daily and lesions observed were 
recorded, the incidence of miliaria being employed 
a8 an index because it is sq often the precursor 
of more serious skin lesions. During the course of 


the study the case incidence of miliaria fell from 
55 per cent in August, 1942, when antiseptic oil 
(liquid petrolatum and 8-hydroxyquinoline) was in 
use, to 3 per cent in the same month of 1945 when 
the oil-in-water emulsion was used. 


M. Baber 
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594. Some Medical Emergencies in the Newborn. 
Their Recognition and Treatment. ) 
By S. Heymann. S. Afr. med. J., 22, 734-738, 
Nov. 27, 1948. 


595. Cranial Lacunae due to Birth Trauma. (Les 
lacunes craniennes d’origine traumatique obstétricale. ) 

By H. Rocer and M. ScHacuTer. Paris méd., 
38, 469-471, Nov. 6, 1948. 1 fig., 7 refs. 

596. Very Severe Intracranial Haemorrhage in a 
Newborn Infant without Previous Birth Trauma. 
(Schwerste intrakranielle Blutungen bei einem 
Neugeborenen ohne Vorliegen eines Geburtstraumas. ) 

By W. H. Tutete. Zbl. Gynik., 70, 261-265, 
1948. 

597. Observations on the G of Amniotic 
Bands. (Beitrag zur Genese amniotischer Stringe.) 

By O. H. Moetr. Zbl. Gynik., 70, 268-273, 
1948. 2 figs., 14 refs. 

598. Maternal Measles, Mumps, and Chickenpox as a 
Cause of Congenital Anomalies. 

By M. J. Fox, E. R. Krumsizcet, and J. L. 
feREsI. Lancet, 1, 746-749, May 15, 1948. 8 refs. 

The authors studied the notification of measles, 
mumps, and chickenpox received by the Milwaukee 
Health Department in the years 1942-5. There were 
297 mothers who had had these infections; 589 of the 
children were born before the mother had the infec- 
tion and 76 were conceived afterwards. The inci- 
dence of abnormalities in these 665 was 0.9 per cent. 
Of 33 live children born to the same number of 
women who had had measles, mumps, or chicken- 
pox while pregnant, 1 had a congenital anomaly. 
One pregnancy ended in spontaneous abortion in 
the second month. Of 22 children born of pregnan- 
cies complicated by mumps and 4 born of pregnan- 
cies complicated by chickenpox none showed 
defects. Of 7 children born of pregnancies compli- 
cated by measles one had unilateral harelip. Other 
workers found the incidence of anomalies to be about. 
15 times the ‘‘ standard ’’ of 0.9 per cent when the 
mother had had rubella during pregnancy and 18 
times the standard when the rubella occurred in the 
first 4 months of gestation. They also found that 
the incidence of anomalies in children born of 
mothers who had had poliomyelitis in pregnancy 
was about twice the rate of 0.9 per cent and a 
times this rate when the infection occurred early in 
pregnancy. The present authors state that in 
cases where the mother had measles, mumps, or 
chickenpox before conception there was no evidence 
of any relation between these diseases and the 
development of anomalies. Beryl Twyman 





599. Foetal Osteogenesis Imperfecta and Simulta- 
neous Myasthenia Gravis Pseudoparalytica in the 
Mother. (Uber Osteogenesis imperfecta bei gleichztitger 
Myasthenia gravis pseudoparalytica der Mutter.) 

By G. Besserer. Z. Geburtsh. Gynik., 130, 90- 
100, 1948. 5 figs., bibliography. 
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600. Further Observations Concerning Hypofunction 
of the Adrenals During Early Life. ‘‘ Salt and Water ”’ 
Hormone Deficiency. 

By J.C. Jaupon. J. Pediat., 32, 641-669, June 
1948, 5 figs., 25 refs. 

This paper is based on the hypothesis that during 
infancy temporary and partial failure of adrenal 
function may occur; the author gives detailed 
reports of 5 male infants in whom the findings 
seemed to support this hypothesis of temporary 
adrenal hypofunction. The clinical syndrome was 
one of anorexia and vomiting occurring soon after 
birth, and followed by dehydration and collapse, 
with excessive loss of sodium chloride and water 
by the kidneys. This syndrome was thought to 
be the result of temporary deficiency or absence of 
the desoxycorticosterone factor of the adrenals, and 
was treated by intramuscular injections of desoxy- 
corticosterone acetate and parenteral saline. During 
treatment relapses occurred and several courses of 
treatment were required; but finally all the infants 
recovered and health was maintained without 
further injections. It was concluded that the above 
syndrome in severe and mild forms is fairly common 
in young infants; ‘‘ it is thought to be caused by a 
temporary absence or physiologic low supply of the 
dlesoxycorticosterone factor of the adrenal glands ’’. 

C. McNeil 





601. Oedema in a Breast-fed Infant. A Case Report. 
By J. S. Le Roux. Clin. Proc., Cape Town, 7, 
297-301, Sept. 1948. 21 refs. 


602. Sclerema Neonatorum. 

By W. E. Hucues and M. L. Hammonp. jf. 
Pediat., 32, 676-692, June 1948. 5 figs., biblio- 

_ graphy. 

Sclerema neonatorum is a diffuse, rapidly 
spreading, non-oedematous, tallow-like hardening 
of the sub-cutaneous tissue, which is bound both to 
skin and muscle. It usually starts on the buttocks, 
thighs, and trunk, but may involve any area. It 
can be distinguished clinically from subcutaneous 
fat necrosis in which the areas involved are freely 
movable over subjacent muscles. The infant 
usually dies a few days after the onset of the 
disease. 

Twenty-eight cases from the literature are 
reviewed, the significant findings being: (1) the 
average age at onset was 4 days; (2) 25 per cent of 
mothers were ill at time of delivery; (3) deliveries 
were spontaneous in all but 2 cases; (4) the majority 
of infants had abnormalities; (5) most children had 
deficient body temperature control; (6) 75 per cent 
of the children died; (7) the most common necropsy 
finding was thickening of connective-tissue bands. 

Three new cases are reported: (1) A male negro 
infant was admitted 2 days after a spontaneous 
delivery. Respirations were laboured and the hands 
and feet were cyanosed. The rectal temperature was 

95° F. (35° C.). The subcutaneous tissue of back, 
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buttocks, legs, and thighs was indurated. Convul- 
sions were frequent. Radiographs revealed a diffuse 
enlargement of the heart and possibly an enlarge- 
ment of the thymus. The subcutaneous induration 
spread in spite of heat therapy and the infant died on 
sixth day. (2) A female negro infant was admitted 
2 days after a forceps delivery, with sclerema of the 
trunk and left buttock. Radiographs showed a gas- 
distended small bowel with multiple fluid levels, 
Twenty-four hours after admission the induration 
spread and the child died at the age of 3 days. At 
necropsy patches of atelectasis were found in both 
lungs, the small intestine was distended, and the 
colon was contracted and empty. There was no 
mechanical obstruction. The subcutaneous fat 
deposits were twice as thick as the normal, the fat 
cells being engorged with neutral fat deposits. The 
periadrenal fat contained a large amount of fatty 
acids. The connective-tissue bands were thickened 
with collagen. (3) A 31-day-old female negro child 
was admitted after having diarrhoea for 7 days. 
Two days after admission gangrene appeared in 
both feet and ankles and in the fingers of the right 
hand, and sclerema appeared in thighs and trunk 
and spread rapidly to all the extremities. Five days 
after the sclerema had reached its height, signs of 
resolution appeared, and by the end of 10 days it 
had almost gone. The infant survived, though 
the amputation of both legs was necessary on 
account of the gangrene. Histologically connective- 
tissue bands were wider than normal in sclerema- 
tous areas and there was no cellular infiltration. 
The aetiology of this condition is still under 
discussion. One theory is that the low oleic acid 
content of fat in sclérma, together with a low body 
temperature, is responsible. Dehydration has also 
been considered a major factor. Thyroid deficiency 
is a possible cause, as a similar thickening of 
collagen fibres has been caused in adults by treat- 
ment with thiouracil. Infection and trauma are 
unlikely to have any aetiological significance, The 
authors consider that the peculiar composition of 
infant fat favours hardening, while it is suggested 
that disturbances in cell metabolism as a result of 
peripheral circulatory failure may influence the 
change in collagen. It is recommended that therapy 
be based on the correction of shock and the treat- 
ment of the primary disease.. The use of thyroid 
extract has been suggested; further trial is warran- 
ted. Local therapy seems to hold little promise. 
B.S. P. Gurney 


603. Dacryocystitis of Infancy. 
By J. V. Cassapy. Amer. J. Opthal., 31, 773 
780, July 1948. 7 figs. 

The author prefers early probing of the nasola- 
crimal duct to conservative measures in the treat- 


ment of dacryocystitis in infancy. His experience § 


has shown that if probing is carried out carefully 
there is no danger, and its effects are immediate, of 
almost so; whereas a long period of irrigation with 
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massage may result in sac distension, loss of 
elasticity, trauma, and infection, with the possible 
risk to the eye from purulent dacryocystitis. He 
quotes Schaeffer and Schwartz of Tiibingen, and, 
with admirable photomicrographs, shows how the 
epithelial cord, detached from the surface-ectoderm 
of the embryo, develops a lumen extending to the 
free margin of the eyelids above and to the nasal 
mucous membrane below—the ocular end opening 
early but the nasal end not until birth or a little 
later. Schwartz, who examined 207 foetuses at 8 
to 10 months, found an imperforate lumen of the 
nasal ostium in 35 per cent. The author found 
dacryocystitis in 5 per cent of 279 infants examined, 
but in many of these it might not be noticed 
clinically, because tears do not appear on the 
average until the infant is 314 weeks old; the duct 
may open in the first week or two of life and carry 
away the tears as soon as they come. In operating, 
the author uses local analgesic; he dilates the 
punctum with a punctum dilator, and then, with a 
1-in. (2.5 cm.) lacrimal cannula attached to a syringe 
containing normal saline, probes the duct, feels the 
obstruction and perforates it, and then syringes 
through. Only occasionally has the probing to be 
repeated. [‘‘ Dacryocystitis’’ should be under- 
stood to include ‘‘ simple epiphora ’’. ] 
D. Matheson Mackay 


604. Investigations on the Fluid Balance in Infantile 
Intoxication. [In English] 

By P. Forssett. Ann. Med. intern. fenn., 37, 
16-36, 1948. bibliography. 

The fluid balance in 88 infants under 1 year of age 
was investigated. The cases included 26 of toxi- 
cosis, characterized by fever, collapse, diarrhoea, 
loss of consciousness, deep breathing, albuminuria, 
cylindruria, mellituria, and loss of weight. In 
the majority of them blood concentration with 
increased number of erythrocytes, high Hb. and 
serum-protein values, decreased alkali reserve, and 
leucocytosis were found. 

The effect of treatment on the fluid balance was 
observed in 16 of the cases. Re-establishment of 
normal values was not necessarily of prognostic 
significance. Patients received repeated intravenous 
infusions of 50 to 70 ml. of 1.3 per cent sodium 
bicarbonate and normal saline solutions in equal 
parts with up to 5 per cent glucose added. Plasma 
was given only after blood protein values were 
normal. All the patients received penicillin and 
10 of them desoxycorticosterone also. Of the 16 
patients 7 died, including only 1 of those given 
desoxycorticosterone. Though the material is too 
scanty to permit of any definite conclusions, it 
seems that the adrenocortical hormone has been a 
very effective therapeutic agent. It is believed that 
the protein synthesis which has been upset by the 
toxicosis has been beneficially influenced by this 
treatment. H. Herlinger 
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605. Cross-infection in Hospital Due to Salmonella 
derby. 
By S. D. Russo. J. Hyg., Camb., 46, 158-163, 
July 1948. 14 figs., 14 refs. 
R. Musuuy, ibid., 46, 151-7, July 1948, 47 refs. 


In these two papers Mushin and Rubbo describe 
and draw lessons from an outbreak of gastro- 
enteritis involving 68 infants in hospital of whom 
10 died. They discuss the epidemiology, giving 
special attention to the unusual opportunities for 
cross-infection in the hospital. Outbreaks of 
enteritis in infants are so infrequently due to an 
organism which can be identified exactly, that the 
authors were fortunate in having to deal in this 
instance with Salmonella derby, which is relatively 
rare in Australia, where the outbreak occurred. Of 
the 68 patients involved, 10 were admitted with a 
primary diagnosis of gastro-enteritis, 37 apparently 
contracted the infection while in hospital, and 21 
were found to be carriers. Because the babies were 
confined mainly to two wards, and the disease did 
not occur in other parts of the hospital, the central 
food room was thought not to contain the source. 
In spite of careful investigation, the specific 
salmonella was not detected in any of the foods 
used. On the other hand, it was present in the dust 
in the wards, in 1 of 6 mice found in the ward, 
and on a roller towel used by the nurses. Patho- 
genicity tests on mice indicated the possibility of 
infection by mouth or by intraperitoneal injection. 
Mice were found to be potential faecal and urinary 
carriers. 

One curious feature was the development of 
gastro-intestinal symptoms in 14 cases 2 to 5 days 
after discharge from hospital. These infants were 
believed to have been infected in hospital, and in 
fact all cases of clinical gastro-enteritis developing 
in hospital or within 7 days after discharge were 
classed as cross-infections. The authors were im- 
pressed by the fact that Salmonella derby could 
be recovered almost as consistently from ward dust 
as from actual cases. They thought that dust 
combined with the practice of delivering milk foods 
in open containers in the wards was responsible 
for many of the cross-infections. They urged that, 
in addition to measures designed to remove dust 
and improve ward hygiene, the food for infants 
under 1 year of age should be protected by sterilized 
close-fitting covers, preferably of glass, assembled 
in a central food kitchen and removed aseptically 
only at the moment of feeding. From a bacterio- 
logical point of view these papers are particularly 
interesting. The literature concerning Salmonella 
derby since its first isolation by Peckham in an out- 
break due to infected pork pie at Derby in 1923 
is presented in a concise manner. A large experience 
with the organism led the authors to the conclusion 
that it was most readily isolated with the aid of 
tetrathionate broth enrichment medium and subse- 
quent cultivation on ‘‘SS”’ agar. The epidemic 
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strain of organism was of slightly different flagellar 
pattern from a standard culture of Salmonella 
derby. The disease produced caused an appreciable 
rise in ‘‘H’’ titres but no ‘‘O”’ agglutinins in 
the patients’ blood. W. H. Bradley 


606. General Infection and Suppurative Meningitis 
Due to Intestinal Organisms in the Infant. (Infections 
genérales et méningites suppurées determinées par les 
germes intestinaux chez le nourrisson.). 

By R. DeEBRE, P. Mozziconacct, R. GRUMBACH, 
and P. Boutarp. Sem. Hép. Paris, 24, 1469-1477, 
June 18, 1948. 3 figs., 47 refs. 

In one hospital during 1947 there were 28 cases 
of generalized infection due to germs found 
primarily in the intestines; 16 cases were due to 
Bacterium coli, 5 to Friedlander’s bacillus, and the 
remainder to Shigella paratyphi B, Proteus, 
Alkaligenes faecalis, and Pseudomonas pyocyanea. 
Features common to all include an onset marked 
by vomiting or diarrhoea, or both, the stools being 
very foetid. The child ‘is toxic and dehydrated. 
There may be purpura. Abdominal distension, 
relieved by neostigmine, 0.25 mg., is often seen; 
oedema of the lower abdominal wall is common. 
The liver is enlarged, but the spleen can rarely 
be felt. Polymorphonuclear leucocytosis is con- 
stant. The total white count may rise to 80,000 
per c.mm., but is commonly round 30,000 per 
c.mm. Polymorphonuclear leucocytes may form 
70 per cent of the whole. Blood culture was posi- 
tive in 14 out of 18 cases. Where the blood culture 
is negative the diagnosis may still be made from 
the eruption of multiple localized suppuration, 
particularly in the urinary tract, the ears, and 
meninges. Infection of the urinary tract and ears 
is readily detected, but meningitis may occur with- 
-out signs. Only in infections with Friedlander’s 
bacillus are the classical symptoms seen. Menin- 
gitis is also very resistant to treatment. Therapy 
was by sulphonamides and streptomycin; 6 patients 
recovered. 

In previous years only a few cases of this type 
occurred, a finding confirmed by workers in other 
clinics. During 1947 there was a widespread 
epidemic of gastro-enteritis, and also of typhoid 
and paratyphoid. The author suggests that this 
form of septicaemia may occur in epidemics, and 
should be looked for whenever there are many cases 
of gastro-enteritis. J. G. Jamieson 


607. Septicaemia of the Newborn. A Clinical Study 
of Fifteen Cases. 

By R.M. Topp. Arch. Dis. Childh., 23, 102-106, 
June 1948. 30 refs. 

A study of 15 cases of septicaemia of the new- 
born in the Queen Elizabeth Hospital for Children, 
London, is outlined, and helps to reaffirm the 
importance of diagnosing a dangerous disease from 
minor signs. These are mainly diarrhoea, loss of 
weight, mild fever, and umbilical or skin sepsis. 
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The author found in 9 cases an average leucocyte 
count of 17,000 per c.mm., of which the striking 
feature was the high percentage of immature cells, 
The probable sources of infection are discussed 
under the headings of ‘‘ Umbilical Infection’, 
‘“ Skin Sepsis ’’, ‘‘ Respiratory Tract ’’, and ‘‘ Un- 
known Portal of Entry’’. Treatment was by 
combined penicillin and sulphonamide. 
W. G. Wyllie 


608. The Place of Oral Penicillin in Paediatrics 

By J.H. Mosetey. Arch. Dis. Childh., 23, 93-97, 
June 1948. 11 refs. 

This is a report of an investigation at the 
Children’s Hospital, Birmingham, to determine the 
reliability of penicillin given orally in infancy. From 
a review of the literature the author finds that 
opinion supports its use in early infancy but not in 
older children. In the latter the results are erratic 
and the serum levels variable and poorly sustained. 

His first experiment was to estimate the serum 
penicillin at hourly intervals following a large oral 
dose, and the next day the effect of a similar dose 
given intramuscularly. He found that for 3 hours 
the levels after injection were much higher than 
those after ingestion, but that the levels for a 
subsequent period of 5 hours were fairly equal for 
the two methods. Oral administration may 
become the method of election up to the age of 
6 months. The drug should be given on an empty 
stomach and in large doses. The method is 
unsuitable in the presence of persistent vomiting 
or of severe enteritis. The author recommends the 
following doses of penicillin by mouth : 0 to 6 weeks, 
20,000 units 3-hourly or 30,000 units 4-hourly; 6 
weeks to 3 months, 40,000 units 3-hourly or 60,000 
units 4-hourly; 3 to 6 months, 50,000 units 3-hourly 
or 70,000 units 4-hourly. W. G. Wyllie 


609. The Effect of Early Oral Feeding Versus Early 
Oral Starvation on the course of Infantile Diarrhea. 

By A. W. Cuunc and B. Viscorova, /. Pediat., 
33, 14-22, July 1948. 3 figs., 3 refs. 

To test the effect of early oral feeding on the 
course of diarrhoea, 55 patients were treated by 
the conventional regimen of early starvation and 
60 by full caloric feedings from the start, alternate 
patients being added to each group. Correction of 
shock, dehydration, and acidosis received imme- 
diate attention in all cases, plasma, equal parts of 
ro per cent dextrose and normal saline, or 5 péet 
cent sodium bicarbonate, being given according to 
clinical judgment. 

The patients placed on the starvation regimen 
received in addition water by mouth for 24 to 48 
hours and then a milk mixture equivalent to 20 
calories per kilo body weight daily, increasing 1 
amount according to the nature of the stools. In 
the full-feeding regimen the same milk mixture was 
given in amounts equivalent to 80 calories per kilo 
body weight for infants over 6 months of age, and 
roo to 120 calories per kilo for those under 6 
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months, feeding being started as soon as possible 
and continued regardless of the effect on the stools. 
Less than 10 per cent refused feeds or vomited, 
once dehydration, acidosis, and mineral loss had 
been treated. 

Seven deaths occurred in the group receiving food 
and 5 in the starved group, but the duration of 
the diarrhoea was not prolonged by the feeding 
regimen and there was a better weight gain in this 
group. An analogy is drawn between the treatment 
of this type of diarrhoea and of typhoid fever, where 
use of a high-calorie, low-roughage diet is now 
accepted as sound therapy. M. Baber 


610. The Effect of Oral Feeding at Different Levels 
on the Absorption of Foodstuffs in Infantile Diarrhea. 

By A. W. Cuuna. J. Pediat., 33, 1-13, July 1948. 
4 figs., 9 refs. 

In an effort to test the validity of the current 
practice of early therapeutic starvation for diar- 
thoeal disorders, the author undertook a metabolic 
study of 6 infants suffering from diarrhoea due to 
parenteral infection, estimating the effect of food 
intake on assimilation. Periods of 24 hours’ dura- 
tion were employed, and two or three observations 
were obtained on each subject before the clinical 
picture changed. Measured amounts of an 
evaporated-milk mixture were given orally; in 
addition water was offered freely as 5 per cent 
dextrose in water and was given intravenously 
where indicated by the clinical state of hydration. 
Aliquots of food, urine, and dried faeces were then 
analyzed for ash, sodium, potassium, chloride, 
calcium, fat, and nitrogen. 

In all cases the number and volume of the stools 
were increased when the food intake was increased, 
as much as go per cent of the intake being excreted 
in severe diarrhoea. On the other hand, when 
nothing was introduced by mouth there were 
appreciable losses of mineral, fat, and nitrogen, 
whereas on a full caloric diet substantial absorp- 
tion of all food components, except sodium and 
chloride, was demonstrated, resulting in a net gain 
to the patients. Only if the higher intake prevents 
or delays recovery would it seem undesirable to 
pursue this policy. M. Baber 


611. The Roentgen Changes produced by Diffuse 
Torulosis in the Newborn. 

By E. B. D. NEUHAUSER and A. TUCKER. Amer. 
J]. Roentgenol., 59, 805-815, June 1948. 18 figs., 
18 refs. 

Three cases of infection by Torula histolytica 
(Cryptococcus neoformans) in newly-born babies 
are described. This yeast-like organism is some- 
times found on normal skin and in the vagina. The 
character of the lesions suggests an early infection, 
either before or during birth. The brain is diffusely 
involved, the meningo-encephalitis resembling 
closely that recently described in toxoplasmosis. 
All 3 infants died within a few weeks of birth. 
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The brain in each showed extensive degeneration, 
with formation of cysts containing a yellowish 
fluid. The ventricles were dilated and contained 
cerebrospinal fluid with a protein content of over 
300 mg. per 100 ml. There was mild hydrocephalus. 
Plaques of calcification were present in the arach- 
noid, and granulomatous lesions throughout the 
brain substance also contained calcium. During life 
radiographs of the skull showed gaping of the 
sutures and characteristic shadows of the calcium 
deposits in punctate and confluent areas. In 2 
of the cases there were also translucent bands in 
the juxta-epiphyseal region of the metaphyses of 
the long bones. There was enlargement of the liver 
and spleen in each case. The spleen is not enlarged 
in toxoplasmosis; this is a useful differential feature. 
The organism could be recovered from all the 
organs examined, except the lungs, although the 
latter showed granulomatous lesions in 2 of the 
cases. A. M. Rackow 


612. Frequency and Effects of Tuberculous Infection 
in Sucklings. Results of a Systematic Dispensary In- 
vestigation. (Resultados de la investigacién dispen- 
sarial sistématica en los lactantes. Frecuencia de la 
infeccién tuberculosa en esta edad y consecuencias de la 
misma.) . 

By U. GonzaLez Git and J. Latas MIGUELEZ. 
Rev. espan. Tuberc., 17, 367-385, June 1948. 21 
refs. 

Since 1945, 1,084 infants have been investigated 
for tuberculosis in a dispensary practice. After 
tuberculin testing, radiography was carried out in 
positive cases. Negative reactors were submitted 
to repeated tests at intervals. The infants investi- 
gated included: (1) 793 sent by the Child Welfare 
Centre; (2) 153 who were brought for investigation 
‘* spontaneously ’’; (3) 75 sent by their doctors; 
(4) 61 contact cases of known tuberculous families. 
Of 8.9 per cent found to be tuberculin-positive, 1.9 
per cent were suffering from tuberculous disease; 
0.7 per cent of the diseased infants belonged to 
Group (3), the other groups accounting for 0.4 per 
cent each. 

A radio'ogical survey of the contacts disclosed the 
source of the infection in 71.3 per cent of the cases. 
In 42.8 per cent it was intra-familial and in 28.5 per 
cent extra-familial. The clinical pattern was 
‘‘ catarrhal’’ in 14 cases, there was unexplained 
fever in 4 cases, and 3 cases were asymptomatic. 
Radiological examination revealed a bipolar com- 
plex in 10 cases, mediastinal lymphadenitis in 3 
cases, and pulmonary infiltrations in 8 cases. The 
evolution of the disease was favourable in 13 cases; 
1 infant died of meningitis, and 7 infants were lost 
sight of. 

The authors are of the opinion that figures given 
in the past for mortality of infected infants are 
exaggerated, since it was low in their investigation. 
[This may be explained by the factor of removal 
of the infected infants from the sources of infection. 
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In the present case isolation from the infecting 
source was obtained whenever possible.] They 
quote the Liibeck incident, in which 71 per cent of 
the infants were alive after 4 years and they agree 
with Rich that the infant is not devoid of resistance 
against tuberculosis but is capable of withstanding 
an infection provided it is removed from the tuber- 
culous milieu. They point out that infant mor- 
tality from tuberculosis is directly proportional 
to massive and repeated infection and lack of dietetic 
and hygienic defences of the infant, and a plea is 
made for better collaboration between the specia- 
list in tuberculosis and the paediatrician, as the 
latter is responsible for the methods leading to 
improvement of an infant’s resistance. They 
consider that a tuberculin test should be performed 
and repeated in every infant in order to detect and 
protect at an early stage all those infected with 
tuberculosis. J. J. Givaldi 


613. Modern Trends in the Care of the Premature In- 
fant. , 

By S. B. Dimson. 
Dec. 15, 1948. 


Med. Press, 220, 514-519, 
1 fig., 28 refs. 


614. A Grid for Recording the Weight of Premature 
Infants. 

By J. Dawnsic, J. R. O’ConNeELL, and L. E. Hott. 
J. Pediat., 33, 570-572, Nov. 1948. 1 fig., 2 refs. 


615. The Premature Infant. Review of 169 Cases 
Over a Five-year Period at Children’s Hospital. 

By D. J. Jupcr, A. MacPHErson, and G. 
Maksim. Med. Ann. Distr. Columbia, 17, 610-612, 
and 652, Nov. 1948. 13 refs. 


616. Plasma Protein Studies on Normal Newborn 
and Premature Infants. I. Plasma Protein Values for 
Normal Full Term and Normal Premature Infants. 
II. Use of Concentrated Normal Human Serum Albu- 
min in Treatment of Premature Infants. 

By L. McMurray, J. H. Roe, and L. K. SwEEr. 
Amer. J. Dis. Child., 75, 265-278, Mar. 1948. 6 
figs., 18 refs, 

An exact study of hypoproteinemia in newborn 
and premature infants was aimed at. The plasma 
albumin content was found to be higher in full-time 
than in premature infants. Whereas the mean value 
for albumin in full-time infants was 4.8 g. per 100 
ml. (normal adult range, 4.5 to 6.5 g.) and in pre- 
mature infants 4.3 g. per 100 ml., the globulin 
values for both groups were within the normal adult 
range, 1.2 to 2.2 g. per 100 ml. 

The purpose of the second part of the study was 
to assay the value of concentrated normal human 
serum albumin in the treatment of premature 
infants. The serum used contained 25 g. of albumin 
per roo ml. From birth up to 3 or 4 weeks 2 ml. 
of the concentrated serum albumin per lb. (454 g.) 
body weight was given intravenously once or more 
a week. Besides a significant rise in plasma 
albumin, the treated premature infants, compared 
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with controls, gained in weight more rapidly, had 
more vigour, and were less prone to intercurrent 
illnesses. Further study of this form of treatment 
for premature infants is indicated. W.G. Wyllie 


617. Studies in Prematurity. Part 4. Development 
and Progress of the Prematurely Born Child in the Pre. 
school Period. 

By C. M. Dricrian. 
69-83, June 1948. 


Arch, Dis. Childh., 23, 
10 figs., 23 refs. 


This paper deals with the progress of the surviv- 
ing premature infants born in the Simpson Memorial 
Pavilion, Edinburgh, during 1943-5 inclusive. A 
comparison of the medical history of premature and 
full-time babies before discharge from hospital is 
followed by an account of a follow-up examination 
of a sample of the premature infants, now aged 
between 14 and 4% years, and of a control group 
of children born at term. 

During the first 10 days of life infants in the 
smallest weight group (2 Ib. 9 oz. to 3 Ib. 8 oz.; 1.16 
to 1.59 kg.) showed an infection incidence of nearly 
1 in 3, compared with 1 in 16 of the mature infants, 
The infection rate falls steadily with increasing 
birth weight in the premature group and after a 
birth weight of 5%lb. (2.5 kg.) has been reached 
the infection rate remains steadily at about 6 per 
cent. A birth rate of over 3% lbs. does not appear 
to have a marked effect on the infection rate except 
for thrush; the increased incidence of the latter may 
be accounted for the greater proportion of bottle-fed 
infants. It does seem, however, that the very 
smallest infants are particularly susceptible to septic 
infections. The relative immunity to gastro- 
enteritis of the smallest infants was probably due 
to their isolation from the main nursery. 

The report on progress in early childhood is based 
on the history of 277 children, 103 prematurely 
born and 174 born at term. It appears that success 
in. breast-feeding depends largely on the birth 
weight of the infant. In over three-quarters of the 
smallest premature infants breast-feeding was never 
attempted, while in the ‘‘ mature’’ group nearly 
half of the mothers fed their babies for longer than 
3 months. In the premature group 60 per cent of 
failures to attempt nursing were due to the prema- 
turity of the infant. The premature infants were 
all definitely later in reaching their ‘‘ milestones ” 
of sitting, standing, walking, and talking, and the 
smaller the infant the more marked was the retarda- 
tion. These differences are highly significant. By 
a method of standardizing mortality rates it is 
shown that during the first year of life there is 4 
much higher incidence of every infection except 
measles in the premature group. In the second 
year rates for the two groups are very similar. 

Physical examination of these children failed to 
reveal any significant difference between premature 
infants and others in the incidence of dental caries, 
nasopharyngeal infection, cervical adenitis, and 
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rickets. With increasing birth weight the propor- 
tion of children classified as of ‘‘ poor’’ general 
condition fell steadily from 20 per cent in those of 
4% Ib. (2 kg.) and under at birth to none in those 
weighing over 8% Ib. (3.9 kg.). At any given age 
average weight was found to rise steadily with 
increasing birth weight, and the same trend was 
observed for height. After discussion of the work 
of other observers it is suggested that the differences 
found after the first few years of life between pre- 
maturely-born and full-time children, as regards 
height, weight and general development, are due 
largely to environmental factors, consisting of the 
same adverse conditions as originally acted on the 
mother to produce the premature delivery. 
Jas. M. Smellie 


618. The Relation of Hypothermia in Premature 
Babies to Birth Weight and Length and its Prognostic 
Value. (Vztah hypothermie nendonoSenych déti k por- 
odni vaze a délce a jeji prognosticky vyznam.) 

By J. Brecua. Pediat. Listy, 3, 51-58, Mar.-Apr. 
1948. 2 figs., 13 refs. 


The initial rectal temperature of 216 premature 
infants, 138 boys and 78 girls, on admission to 
hospital during the winter months (November to 
March, 1940-5) was closely related to the birth 
weight but not to the length (mean birth weight of 
boys 1,995.7+ 31.9 g., of girls 1,712+ 44.16 g.; mean 
length 42.7+0.27 cm. and 41.16+0.39 cm. respec- 
tively). The total mortality rate was 50 per cent 
in boys and 70.3 per cent in girls, and the analysis 
of these figures showed that the prognosis is worst 
in babies with a temperature of 31° to 34.3° C., and 
a birth weight of 1,000 to 1,900 g. The author 
concludes that the body temperature may be 
regarded as a functional test of vitality in prémature 
infants. 

Although only babies who had not shown any sign 
of illness were included, postmortem examination 
revealed that only 17 per cent of the cases died from 
debility, infections and intracranial haemorrhage 
causing the majority of deaths. 

M. Dynski-Klein 


619. The Reality of the Danger of Blood Transfusion 
With Rhesus Incompatibility in Obstetrics. [In 
Russian. ] 

By V. I. SapozHnikov and M. A. YINNova. 
Akush, Ginek. No. 3, 11-17, May-June 1948. 

A comparitively eementary account is given of 
the significance of the Rh factor in obstetrics, 
followed by the report of a survey of 500 mothers, 
including 83 who were Rh-negative and among 
whose offspring there were 3 cases of erythroblas- 
tosis. The authors consider that erythroblastosis 
is more frequent in Western Europe (especially 
Denmark) than in the Soviet Union. 

Nicolas Tereschenko 
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620. Cause and Significance of Seasonal Variation in 
the Haemorrhagic Tendancy in the Newborn. 


By E. Kerpet-Fronius, F. Varca, and E. 
KAtart PAL. Arch, Dis. Childh., 23, 87-89, June 
1948. 1 fig., 23 refs. 


During a period of 5 years over 10,000 newborn 
infants were investigated at the University Obstetric 
Clinic, Budapest, and a definite seasonal variation 
in the incidence of malaena, cerebral haemorrhage, 
and cephalhaematomata was observed. The present 
paper describes 300 newborn infants with cerebral 
haemorrhage or cephalhaematomata in whom a 
similar seasonal incidence was observed. 

In considering the problems of haemorrhagic 
disease of the newborn in relation to seasonal 
variation there are 3 factors which are relevant: 
the degree of trauma, the efficiencies of the clotting 
mechanism, and the fragility of the capillaries. The 
first cannot be the cause of any seasonal variation. 
The second certainly can, the most marked pro- 
thrombin deficiency having been observed during 
winter and spring. That the third factor may be 
causative is suggested by the frequency of con- 
juctival haemorrhages. To obtain further informa- 
tion about the influence of the seasons on capillary 
fragility 233 healthy children were examined in 1 
year, Borbély’s negative pressure-section method 
being used. The results show that the number of 
children with fragile capillaries increases in winter 
and reaches a peak in early spring. Accordingly a 
trauma of constant intensity will result in a higher 
incidence of birth haemorrhages in these seasons, 
and during the same seasons there is also a pro- 
thrombin deficiency. This suggests a simultaneous 
defiency of both vitamin K and vitamin P in the 
maternal diet in winter and spring. To test capillary 
permeability the method of Landis was used. No 
seasonal variation could be demonstrated. 

For the prophylaxis of haemorrhagic disease of 
the newborn it is suggested that vitamins K and P 
should be given during the last months of 
pregnancy. Jas. M. Smellie 


621. Isoagglutinins and Isolysins during the First 
Months of Life in Full-term and Premature Infants. 
[In English. ] 

By A. YLIRUOKANEN. Ann. Med. exp. Biol. 
fenn., 25, 227-241, 1947. 5 figs., 27 refs. 

The author gives a good summary of literature 
not well known in the Anglo-American circles on the 
subject of the presence of isoagglutinins and isolysins 
in the sera of newborn infants. His own observa- 
tions—‘‘ a statistical study regarding the presence 
of these antibodies in the serum of children during 
the first six months of life’’—do not add appreciably 
to present knowledge. Moreover, no attempt is 
made to handle the statistics to show that the differ- 
ences noted between the groups of cases studied are 
real, John F. Loutit 
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622. The Treatment of Erythroblastosis Fetalis with 
Rh Hapten. 

By J. Loucurey and B. B. Carter. Amer. J. 
Obstet. Gynec., 55, 1051-1052, June 1948. 11 refs. 

The authors describe the treatment of a case of 
erythroblastosis neonatorum of the oedematous, 
non-anaemic type by injections of an active fraction 
from Rh-positive blood, the separation of which 
was recently reported by Carter (Amer. J. clin. 
Path., 1947, 17, 646). 

This was the mother’s fourth pregnancy but her 
first by a new husband. The pregnancy was 
uneventful till at 32 weeks the mother’s blood 
(Group B, Rh-negative) became positive ‘‘ for 
anti-Rh sensitization with Race’s test and blocking 
antibodies through a 1 in go dilution’’. The 
husband’s cells were agglutinated by the mother’s 
serum. Investigations showed that the husband 
was of Rh” or cdE type. After a 4-hour labour the 
baby was born quite oedematous and was placed 
in an oxygen hood. One-hour after delivery there 
was marked oedema, icterus of the skin and 
sclerae, enlarged liver and spleen, and considerable 
moisture in the lungs. A stained smear of cord 
blood showed 100 immature red cells for every 100 
white cells. There were 6,090,000 red cells and 
24,000 white cells per c.mm, and 18 g. haemoglobin 
per 100 ml. Six hours later it was considered that 
the oedema was increasing. The icterus index was 
200 and the child’s cells were of Group B, Rh” 
(cdE). ‘‘ Hapten ’’, a lipid fraction from Group O, 
Rh-positive blood was administered. [The amount 
given is not stated.] Twenty-four hours later the 
oedema had subsided markedly and the red blood 
count was 5,900,000 and white count 18,000 per 
c.mm, with haemoglobin 18 g. per 100 ml., and 39 
immature red cells to 100 white blood cells. 
Another 50 ml. containing 200 mg. of the Rh fraction 
was given intramuscularly. [Apparently this was 
the dose given on the first occasion.] On the third 
day all mucus and oedema were gone and further 
progress was uneventful. G. Gordon Lennon 


623. Clinical Signs and Development of Survivors of 
Kernicterus due to Rh Sensitization. 

By L. Lanpe. J. Pediat., 32, 693-705, June 
1948. 28 refs. 

Kernicterus may be defined as damage to the 
brain following erythroblastosis, and in this paper 
only cases due to Rh-sensitization are included. 
Kernicterus is not a disease but a clinical syn- 
drome. Before the present paper was written, only 
14 certain cases of survival from kernicterus due to 
Rh-sensitivity had been published in American 
literature. The author describes 8 typical cases, in 
a percentage of which there were signs of involve- 
ment of cranial nerves—deafness (3 cases), blindness 
and deafness (1 case), transitory blindness (1 case), 
and strabismus (4 cases). Mental development was 
at first retarded and ceased at an early age. The 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


degree of jaundice was found not to correspond with 
the degree of cerebral damage. 

The author raises two problems for discussion: 
(1) Why has the destructive process a predilection 
for the nuclear masses of the brain? The author 
suggests that this is due to the rapid development 
of the brain at this time of life, which gives ita 
lower resistance to toxic substances. (2) Why is the 
brain involved only in some cases of icterus gravis? 
Is there a heriditary factor as well as the Rh factor? 
Examples of families are given in which the mem- 
bers are abnormally prone to damage of the nervous 
system from infections and toxic or emotional 
disturbances. Five out of the 8 patients described in 
this paper had some family history of nervous 
instability. It is interesting to note that Potter 
(Amer. J. Dis. Child., 1944, 68, 32) questioned over 
50 women who had had erythroblastotic infants 
with a view to establishing a genetic basis, as 
evidenced by the inheritance of allergic diseases. In 
less than 15 per cent of these families there was an 
allergic tendency. 

Reference is made to the work of Wallerstein 
(Amer. J. Dis Child., 1947, 73, 19) on substitution- 
transfusion as treatment for erythroblastosis foetalis 
and therefore as prophylactic treatment for kernic- 
terus. B.S. P. Gurney 


624. On the Cause of Nuclear Jaundice in Neonatal 
Sepsis with Jaundice. 

By J. I. pe BRuyNe and S. vAN CREVELD. Arch, 
Dis. Childh., 23, 84-86, June 1948. 5 refs. 

While it is agreed that nuclear jaundice is pro- 
duced by bile-staining of previously damaged tissue, 
no explanation can be given of the fact that in this 
process certain nuclei and cell masses of the brain 
are almost constantly stained, whereas others 
remain unstained. Nuclear jaundice does not occur 
in congenital acholuric jaundice, caused by Rh- 
immunization. However, it has sometimes been 
observed after septic jaundice of the newborn. In 
these cases demonstration of Rh immunization 
should first be attempted. The case histories of 4 
children with nuclear jaundice and umbilical sepsis 
are given. In 3 of these it appears that nuclear 
jaundice was due to Rh immunization but in the 
fourth no indication of the latter could be found. 

It is difficult to tell how often infection is present 
in cases complicated by nuclear: jaundice, but signs 
of infection should be sought for in every case. 
Infection may perhaps promote nuclear jaundice in 
the presence of icterus gravis. Jas. M. Smellie 


625. Amino Acids in the Feeding of Infants. 

By J. M. SmMettiz. Arch. Dis. Childh. 23, 98- 
101, June 1948, 2 figs., 15 refs. 

Easily assimilable protein, in the form of amino- 
acid feeds, to restore or maintain body protein in 
the sick infant, is obviously a desirable therapeutic 
aid. Promising results might be expected in acute 
enteral and parenteral infections, marasmus, and 
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prematurity. The author and his fellow-workers in 
the Department of Paediatrics and Child Health of 
the University of Birmingham studied the effect of 
adding casein hydrolysate to breast-milk or to 
evaporated milk mixture to bring the protein con- 
tent up to 3.5 percent. Strengths of 1.7 and 2.5 per 
cent casein hydrolysate with 5 per cent glucose were 
given parenterally by slow intravenous drip, the aim 
being to supply 1 g. of protein per 1 Ib. (454 g.) of 
body weight daily. The author’s clinical impressions 
were favourable. W. G. Wyllie 


626. The Biological Value of a Meat Hydrolysate in 
the Infant. 

By A. A. ALBANESE, L. E. Hott, V. I. Davis, 
S$. E. SNYDERMAN, M. Lern, and E. M. Smerak. 
]. Nutrit., 36, 133-138, July 10, 1948. 5 refs. 

A comparison was made of the biological values 
ofa meat hydrolysate and of evaporated milk. The 
subjects were 5 normal male infants 21% to 8 months 
of age. The meat hydrolysate was prepared by 
enzymic digestion from beef muscle and was given 
at the same volume and level of calories and 
nitrogen as the evaporated milk, that is, too ml., 
100 calories and 0.56 g., of nitrogen per kilo body 
weight. Each infant received milk for 7 days, meat 
hydrolysate for 14 days, and milk for a further 7 
days. The gain in weight and the nitrogen retention 
were the same in both groups. J. Yudkin 


627. Infant Feeding with Mare’s Milk. (Uber Saug- 


| lingsernahrung mit Stutenmilch.) 


By E. FREUDENBERG. Ann. Pediatr., Basel, 171, 
49-64, 14 refs. 


This is the author’s second communication on the 


value of mare’s milk, fresh and dried, in infant 


feeding. He reports his investigations on the 
buffering power and on the digestion of the proteins 
and fat of this milk and he compares it with human 
and cow’s milk. 

The in vitro buffering power resembles that of 
human milk and is considerably smaller than that of 
cow’s milk. The milk curds formed as a result of the 


» action of rennin and gastric acid are soft and finely 
| flocculent, so that in this respect also mare’s milk 


resembles human milk. Measured volumes of mare’s 
milk were given to 20 infants and 2 hours later the 
gastric contents were examined. The following 
results were obtained : (a) The volume of the residue 
was less than 10 per cent of the volume of the in- 
gested milk in 12 infants, between 10 and 20 per 
cent in 6, and more than 20 per cent in only 2. 
Mare’s milk remains in the stomach, therefore, a 
little longer than human milk. (b) In 19 infants the 
PH of the gastric content ranged between 3.28 and 
5-79. The degree of acidity was therefore favour- 
able for the action of cathepsin. In only 1 infant was 
the pH as low as 2.65 and a slight action of pepsin 
could therefore be possible. (¢c) The lactose content 
varied in most cases between 50 and too per cent 
of the lactose contained in the ingested milk. In 
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5 infants the duodenal contents were examined at 
various intervals after the ingestion of mare’s milk. 
These were obtained by aspiration through an 
indwelling duodenal catheter. The first fluid to 
leave the stomach was rich in lactose and resembled 
whey. Later the lactose content decreased rapidly. 
The non-protein nitrogen was high from the begin- 
ning while the protein content was low and 
remained so till the end of the experiment. The 
proteolytic action therefore begins early and pro- 
ceeds rapidly. The pH was often over 6.0 and, as 
this degree of acidity is favourable for the action 
of trypsin, this ferment may also play a part in the 
proteolytic process. 

The fat in mare’s milk has a tendency to auto- 
oxidation. This is particularly noticeable in the 
dried milk when the tins have been opened and left 
at room temperature. An unpleasant odour 
develops and special precautions, such as keeping 
the tins in a refrigerator, are required to avoid this 
development. The cause of this oxidative process 
is the high content of unsaturated fatty acids, lino- 
leic and linolenic acid. The presence of these highly 
unsaturated fatty acids is, on the other hand, con- 
sidered asa biological asset. The author has inves- 
tigated the action of lipase on human, cow’s, and 
mare’s milk. The fat in human milk is split within 
g0 minutes and in cow’s milk within 120 minutes, 
while 150 minutes is required in mare’s milk. In 
his first communication the author showed that the 
utilization of the fat in mare’s milk is good, ranging 
around 95 per cent of the ingested amount. 


{The author has presented the results of his care- 
ful and extensive investigations without venturing 
to draw any more general conclusions as to the 
advisability of, or the conditions under which, 
mare’s milk could be used in infant feeding. ] 

S. Doxiadis 


628. A Simple Formula for Premature and Full-term 
Infants. 


By F. H. ApDams. 
1948. 6 figs., 5 refs. 


The advantages of a simple formula for infant 
feeding both in hospital and at home are stressed. 
Equal parts of evaporated milk and water—recon- 
stituted cow’s milk—were fed to 56 premature 
infants from the second day onwards in daily 
amounts equivalent to 15-20 per cent of body weight 
given in eight three-hourly feeds. Feeds were 
given by gavage to infants weighing less than 414 
Ib. (2 kg.). Compared with Hess’s series of human- 
milk-fed premature infants, the results are claimed 
to be superior as judged by mortality, period 
required to regain birth weight, and period in 
hospital. This preparation was also given to 700 


J. Pediat., 33, 23-28, July 


full-time infants, with satisfactory results; at 6 
months the average weight was 2 Ib. (0.9 kg.) over 
the normal. D. 


Gairdner 
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629. Semi-self-demand Feeding Schedule for Pre- 
maturely Born Infants. 

By K. Graser. Amer. J. Dis. Child., 75, 309- 
315, Mar. 1948. 10 refs. 

The so-called self-demand feeding, as opposed to 
rigid feeding schedules, has now been tried out in 
prematurely born infants, apparently with success. 
It is to be noted, however, that in the 118 pre- 
maturely born infants reported here, breast-feeding 
is not mentioned, and that the semi-self-demand 
replaced a strict formula only after the infants had 
exceeded a weight of 5 lb. (2.3 kg.) by 1 to 3 oz. 
(31 to 93 g.). Then, the mothers were advised on 
total daily quantities of milk, water, and carbo- 
hydrate, and, making up the formula and filling 
several feeding bottles with it, they themselves 
decided the time schedule and the quantities of 
individual feeds according to the infants’ appetites. 
Cereals ‘‘ were offered ’’ to the baby at the age of 
3 months, vegetables at 4 months, fruit at 5 months, 
and egg yolk at 6 months. For such treatment, 
much must depend on the common sense of the 
mother and the normal physiology of the baby. 

W.G. Wyllie 


630. Statistics of Stillbirth and Early Neonatal 
Death, (Statistiques de mortinatalité et de mortalité 
précoce, (Année 1947.)) 

By M. Ltvy-Sorar and —-. LaurMann. Gynéc. 
et Obstét., 47, 302-309, 1948. 

The authors present the 1947 stastistics of neo- 
natal death and death in early infancy for the 
Baudelocque Maternity Hospital, Paris. They refer 
to 3,687 births; 83 (2.27 per cent) babies were 
macerated or stillborn, and 35 (0.97 per cent) died 
in the first 12 days. It is specified that no child 
weighing under 2,500 g. is discharged from the 
-hospital; 255 of those born alive were under this 
weight. 

There still is no general agreement in France as 
regards the definition of stillbirth and early neonatal 
mortality, that is, death in the first 72 hours of 
infancy. An international ruling would be 
welcome. Neither is there a specific definition of 
the term ‘‘ debility ’’ (immaturity), weight still 
being the main criterion for this condition, although 
certain infants under 2,500 g. weight appear 
healthy and vigorous, while others seem hypotonic 
and are difficult to rear. Mortality in the first 12 
days (35 cases) was due to obstetric trauma (6), 
malformations (7), immaturity (14), toxicosis or 
diarrhoea (3), Rh-incompatibility (2), and various 
other causes (3). Of these children, 26 weighed less 
than 2,500 g. The importance of otitis media is 
stressed. The rare cases of pulmonary oedema 
quickly respond to oxygen and penicillin therapy. 

Comparing their 2.27 per cent stillbirth rate with 
figures for previous years, the authors believe that 
improvement has been considerable, because of 
progress in prophylaxis and treatment of syphilis, 
pregnancy toxaemias, disproportion, heart affec- 
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tions, and tuberculosis, and also because of better 
obstetric technique (Caesarean section, resuscita- 
tion). Immature infants are isolated in special 
wards where they receive the classical treatment 
under special supervision. It is especially in 
improvement of care of these infants that, in the 
authors’ opinion, better results can be obtained. 
H. Godar. 


631. Analysis of the causes of Stillbirth in the Ob. 
stetric Clinic II MMI during 1942-44, [In Russian, ] 

By T. P. ANosova. Akush Ginek. No. 5, 22-28, 
1948. 

A comparison is made of 268 foetal deaths out of 
11,174 births in 1942-4 with 64 out of 3,200 in 
1938. In the wartime series foetal mortality was 
greater when the mother was over 30. In primi- 
parae the rate was 3.16 per cent, in 2-parae 1.27 per 
cent, in 3 to 5 parae 2.49 per cent, and in 6-parae 
and over 8.44 per cent. In the wartime series foetal 
weights were less and there were more premature 
infants. Eclampsia had increased from 0.53 per 
cent in 1938 to 2.8 per cent in 1942 but decreased 
again to 0.6 per cent in 1944. With labours lasting 
less than 24 hours the foetal death rates were 2.8 
per cent for primiparae and 1.3 per cent for multi- 
parae; with longer labours they were 6.6 and 6 per 
cent. Two-thirds of the infants weighed less than 
2 kg.; the mortality also rose sharply with weights 
above 4.5 kg. Mortality in males was greater than 
in females. Syphilis and toxaemias of pregnancy 
played a much greater part in 1942 than in 1938. 
Two-thirds of deaths in both years were associated 
with pathological conditions in labour. Forceps 
delivery appeared to increase foetal mortality only 
if the indication for application was foetal distress. 
The proportion of foetuses dying before onset of 
labour was greater in wartime because of the 
increased mortality of women in pregnancy. 

S. S. B. Gilder 


632. Rubella in Pregnancy as an Aetiological Factor 
in Stillbirth. 

By C. Swan. Lancet, 1, 744-746, May 15, 1948. 
17 refs. 

The part played by rubella in the production of 
congenital abnormalities is already well known. 
About one-quarter of abnormal foetuses are still- 
born. Inasurvey of the aetiology of about one-third 
of the stillbirths recorded in South Australia in the 
years 1939-45 special attention was paid to the 
incidence of infectious diseases. A stillbirth was 
defined as ‘‘ a baby of 28 weeks’ or more maturity " 
who was born dead. In 760 cases of stillbirth there 
were 16 instances of maternal rubella (one doubt- 
ful), the infection occurring in 13 of these during 
the first 4 months of pregnancy. It is suggested 
that damage to the embryo by an infection early 
in pregnancy may be the cause of stillbirth. 

Beryl Twyman 
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633. Analysis of Cases of Stillbirth in Infectious and 
Febrile Maternal Diseases. [In Russian. ] 

By S. L. Kettin. Akush Ginek. No. 5, 28-30, 
1948. 1 ref. 

An analysis is made of 61 cases of foetal death in 
association with infective or febrile conditions of 
the mother. The maternal conditions are classified 
as: (1) acute febrile, 24 (10 influenza, 7 colitis, 2 
pneumonia); (2) chronic infection, 11 (6 syphilis, 
3 malaria, 2 tuberculosis); (3) fever in labour, 11; 
(4) sepsis, 5; (5) unknown aetiology, 10. Of the 
61 deaths, 32 were antenatal, and 24 in labour. 
Necropsy was carried out 17 times; there were 8 
cases of intrauterine asphyxia among these. In 14 
cases, maternal blood culture and culture of foetal 
heart blood were carried out. In 3 of these the same 
organism was found in mother and foetus; in 2 the 
foetal blood was positive and the maternal negative 
on culture. S. S. B. Gilder 


MATERNAL MORTALITY. 


634. Major factors in Reduction of Maternal and 
Infant Mortality. 

By H. EMErson. 
Nov. 1948. 


Texas J. Med., 44, 503-507, 


635. Sudden Maternal Death from Amniotic Fluid 
Embolism. 

By E.L. Watkins. Amer. J. Obstet. Gynec., 56, 
994-996, Nov. 1948. 3 refs. 


OBSTETRIC OPERATIONS. 


636. Curare in Obstetrical and Gynaecological Sur- 
gery. (Lecurare en chirurgie Gynécologique et obstét- 
rique.) 

By J. A. ScHockaERT and W. L. DE WEERDT. 
Brux-méd., 28, 2381-2389, Nov. 14, 1948. 19 
refs, 


637. The Reform of Forceps Technique. 
form der Zangentechnik.) 

ByR.T. v. JascHke. Zbl. Gynik., 70, 225-227, 
1948, 


(Zur Re- 


638. Modern Indications for Cesarean Section. 
By N. F. Paxson. Surg. Clin. N. Amer., 28, 
to figs., 11 refs. 


639. Cesarean Hysterectomy at the Chicago Lying-in 


Hospital. 


By W. J. Dieckmann, F. J. Byork, and G. T. 
Aracon. J. Amer. med. Ass., 137, 1017-1023, 
July 17, 1948. 1 fig., 9 refs. 

Caesarean hysterectomy is discussed with refer- 
ence to the use of this procedure at the Chicago 
Lying-in Hospital. The value of the operation for 
cases with infection or potential infection and 
Tequiring a Caesarean section is stressed. In these 
Patients it is necessary to remove the uterus below 
K 
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the internal os, or, if the cervix has been taken up, 


within 2 cm. of the external os. In other cases it 
may be desirable to leave a part of the lower segment 
so that a small menstrual period may continue. 

A list of many indications for Caesarean hysterec- 
tomy is given and includes infection and fibroids; 
the operation is also useful in cases requiring 
sterilization. In 5 cases the patient was under 25 
years of age. Complications included sepsis and 
bladder injury (2 cases); in 2 further cases both 
ureters were ligated. The death of one patient was 
due to peritonitis, the indication for operation in 
this case being delayed labour. 

| It would appear that Caesarean hysterectomy is 
performed much more commonly at this hospital 
than is usual in Great Britain, and for reasons 
which would not be considered adequate. The 
incidence of complications is high. ] 

L. W. Lauste 


640. Report on 510 Cases of Classical Cesarean Sec- 
tion. 

By A. C. Wittiamson. Amer. J. Obstet. Gynec., 
56, 925-929, Nov. 1948. 


641. Lower-segment Caesarean Section. A New Head 
Extractor. 

By B.C. Murtess. Brit. med. J., 1, 1234-1235, 
June 26, 1948. 3 figs. 

The lower-segment Caesarean operation, with its 
decreased maternal mortality and morbidity rates, 
has now, except in special cases, completely 
replaced the classical operation, yet the difficulty 
in delivering the head in the former operation is 
evidenced by the variety of methods found in 
general use. The author cites the disadvantages of 
Willett’s forceps, the use of a single blade of axis- 
traction forceps, Wrigley’s forceps, the operator’s 
hand, and small straight forceps, though these latter 
are considered to be best of all. He describes a 
new instrument for extraction of the head which 
he has used with success on over 100 cases. It is 
essentially like the old-fashioned vectis, but has a 
double hinge adjoining the fenestration in the 
cylindrical shaft and a sliding sleeve which can 
cover and lock the hinge. The handle is set at 
right-angles to the shaft, so that when the hinge 
is locked the instrument is S-shaped. Such an 
instrument, with the correct curve but without a 
hinge, could not be introduced into the pelvis 
owing to contact of the handle with the anterior 
abdominal wall. The advantages claimed for the 
new instrument are: (1) the absence of haemorrhage 
during delivery, thus enabling direct vision of the 
uterine wound if extension be necessary; (2) com- 
plete control of delivery, thereby avoiding tearing 
of the uterine wall; (3) the head can be lifted out 
in any position; (4) head injuries are extremely rare; 
(5) its use makes the operation a neat surgical 
procedure. 

The technique of operation is similar to the usual 
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textbook description, but the author uses a 
vulsellum forceps to pull up the lower edge of the 
uterine incision so as to guide the extracter round 
the foetal head. This may be difficult when the 
head is far in the pelvis, and it may be necessary 
to enlarge the uterine incision. 

Donald Beaton 


642. Reevaluation of the Low Cervical Cesarean Sec- 
tion. 

By R. P. McDonatp. Texas J. Med., 44, 460- 
462, Oct. 1948. 13 refs. 


643. Transperitoneal Caesarean Section with Exclu- 
sion of the Peritoneal Cavity. [In Russian. ] 

By M. Z. Kocan. Akush. Ginek. No. 5, 44-46, 
1948. 

The author’s technique of lower segment 
Caesarean section with exclusion of the peritoneal 
cavity is described. It has been carried out in 22 
cases without maternal death and with only 1 
foetal death not ascribed to the procedure. 

S. S. B. Gilder 


644. Extraperitoneal Cesarean Section; Intraperito- 
neal Approach. Presentation of the Author’s Tech- 
nique. ; 

By R. A. CacctarRELL!. Amer. J. Obstet. Gynec., 
53, 100-108, Jan. 1947. 6 figs. 

The author maintains that no type of Caesarean 
section is safe when the uterus is infected and that 
in these circumstances total hysterectomy should 
be performed. A brief comparison is made between 
the intraperitoneal and extraperitoneal techniques, 
and a description is then given of the author’s 
operation. He claims that this operation gives easy 
and safe access to the intraperitoneal aspect of the 
‘ lower uterine segment and permits of an exposure 
adequate for the delivery of a large baby. The 
essential point in the technique is that by a small 
opening into the peritoneal cavity the utero-vesical 
pouch of peritoneum is exposed and the bladder is 
then dissected off the parietal peritoneum with the 
help of a guiding finger in the utero-vesical pouch. 
After incision of the fascia covering the lower 
uterine segment below the utero-vesical pouch the 
bladder is still further mobilized to permit of a wide 
exposure of the lower uterine segment. 

The author compares 15 consecutive cases in 
which this technique was used with 15 in which 
the intraperitoneal lower-segment operation was 
performed; in this series the incidence of post- 
operative distension and difficulty of micturition 
was less in the former group. J. Stallworthy 


645. Extraperitoneal Cesarean Section as a Procedure 
of Choice. 

By R. A. CacctareLtt. Amer. J. Surg., 75, 802-— 
807, June 1948. 

The author discusses the indications for extra- 
peritoneal Caesarean section in cases of frank 
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intrapartum infection. In such circumstances he 


emphasizes that the alternatives are craniotomy or the 
Caesarean hysterectomy of the Porro type. He — *™ 
quotes the opinion of Buscoe that the ‘‘ supposed wh 
protection given the infected patient by the Porro foe 
operation has been lacking in Philadelphia (1932- del 
44),’’ and attributes to this author the statement lar 
that in such circumstances the death rate in extra- pat 


peritoneal Caesarean section is actually lower than 
that of the Porro operation. 6 

Despite the good results which have been I 
obtained in infected cases, the author has felt it F 467 
necessary to determine whether the operation can 
challenge comparison with the more usual tech- 
niques when applied to elective Caesarean sections, 
He records a series of 100 cases of the elective extra | /' 
peritoneal operation, without maternal mortality J 
and with comparatively small morbidity. The — ter 
foetal deaths—6 in number—were associated with tiv 
gross prematurity or with congenital abnormalities, F cor 
No injuries to bladder or ureters were observed, He F anc 
describes his techniques in some detail but without fF If1 
illustrations. He delivers all children through the fF out 
lower-segment incision by breech extraction, carry- F to: 


ing out internal podalic version in appropriate cases, J inc 
He considers this procedure superior to the delivery I 
of the foetal head by forceps or by vectis. Ho 


[The value of the paper is diminished by the for 
fact that, although the author quotes extensively — Iti 
the names of other writers on this subject, and in be 
some cases the dates of their publications, he does F suit 
not record the names of the publications. In fact F foe 
there is no list of references. There is one per 
unfortunate misprint, in which the adjective F var 
‘* lateral ’’ appears in such a position as to destroy — °¢p 
the sense of an important injunction in regard to F mo 
the relationship of the area of extraperitoneal dis F ‘er 


section to the lateral umbilical ligaments. ] con 
W.1.C. Morris F bre 

con 

I 

646. Extraperitoneal Cesarean Section (Norton F an 
Type). mec 


By C. J. Evis, J. B. SHEFFERY, and J. PAQuiN. inci 
Med. Ann. Distr. Columbia, 17, 553-554 and 603, — ifa 





Oct. 1948. 1 ref. - 
| the 

647. Cystoscopy and Pyelography Following Para fF tin 
vesical Extraperitoneal Cesarean Section. this 
By E. K. Mancone. Amer. J. Obstet. Gynec. § mo 
56, 1138-1141, Dec. 1948. 1 ref. ' foll 
648. Combined Local Infiltration Anaesthesia and er 
Pentothal Sodium Anaesthesia in Cesarean Sections, A Pa 


Preliminary Report. 
By J. A. Fino and J. R. E1saman. Amer. ]. § 
Obstet. Gynec., 55, 887-890, May 1948. 6 

A combination of local 1 per cent procaine, 45 § to § 
and oxygen , and intravenous ‘‘ pentothal ’’ sodium 
(thiopentone) was used for Caesarean section in 4 
patients. Atropine gr. +45 (0.43 mg.) and pethidine 
50 to 100 mg. were given as premedication, and 
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the abdomen was opened under local infiltration 
analgesia. Pentothal administration was begun 
when the uterus had been exposed. There were no 
foetal or maternal deaths, and foetal respiration was 
delayed in only 2 cases. One patient had a mild 
laryngospasm. The postoperative condition of the 
patients was good. Aileen Dickins 


649. Cyclopropane in Caesarean Section. 
By J. A. Brown. Canad. med. Ass. J]., 59, 464- 
467, Nov. 1948. 


650. Hysterostomatomy. 
By L. H. Douctass and J. H. GRAvEs. Amer. 
]. Obstet. Gynec., 55, 683-690, Apr. 1948. 17 refs. 


A plea is here made for the replacement of the 
term ‘‘ Diihrssen’s incisions ’’’ by the more descrip- 
tive one of ‘‘ hysterostomatomy’’. The authors 
consider that this operation is of considerable use, 
and that the dangers have been greatly exaggerated. 
If routine cervical inspection and repair are carried 
out the obstetrician becomes proficient and is able 
to deal with difficult repairs and to make cervical 
incisions when they are necessary. 

In the course of 29,259 deliveries at University 
Hospital, Baltimore, hysterostomatomy was per- 
formed 229 times—that is, in 1 in 128 deliveries. 
It is admitted that this very high incidence should 
be reduced by recourse to abdominal delivery in 
suitable cases; this would also have reduced the 
foetal mortality rate, which in this series was 20 
per cent. The indications for the operation were 
varied, and in many cases ill-chosen—for example, 
cephalo-pelvic disproportion and uterine inertia; the 
most important indications are cervical dystocia (a 
cervix which does not dilate, even if there are good 
contractions and there is no disproportion) and a 
breech delivery which is held up by the cervix 
contracting round the foetal neck. 

Incisions should not be made unless the cervical 
and there must be no 
mechanical obstruction to delivery from below. The 
incisions are best made at 10 and 2 on the clock; 


| ifa third incision is necessary it is placed at 6. 


Haemorrhage is not a problem, and extension of 


oan the incision is rare. Repair is effected with a con- 
‘ara § 


tinuous lock suture. The maternal mortality in 


an this series was 0.4 per cent (one death); maternal 
nN ” 4 
: followed up, but complete healing was found in 

61.8 per cent of these. Vaginal adhesions were rare, 
| and subsequent pregnancies do not appear to have 


morbidity was 46.7 per cent. Only a few cases were 


been affected. Margaret Puxon 


651. Cranial Suture Section in Difficult Delivery due 
to Soft Parts on the Living Infant. (Der Kopfnaht- 
— bei Weichteilschwiergkeiten und am lebenden 

inde, ) 


By F. Licutenste1n. Zbl. Gynik., 70, 227-233, 
948. 





GYNAECOLOGY. 


General. 


652. Clinical and Pathological Study of 2,115 Gynae- 
cological Patients. (Estudio anatomo-clinico de 2,115 
enfermas ginecologicas. )} 

By J.C. GraHam. Ginec. Obstet. Mex., 3, 317- 
320, Sept.—Oct. 1948. 


653. Psychosomatic 
Problems. 

By R. A. MaTTHEWs and W. R. O’Brien. Med. 
Clin. N. Amer., 32, 1583-1599, Nov. 1948. 113 refs. 


Approach to Gynecologic 


654. Gynecology in the Elderly Patient. 
By R. W. Eppy. Ohio St. med. J., 44, 1210- 
1212, Dec. 1948. 


Disorders of Function. 


655. Precocious Puberty in a Three Year Old Girl. 
By L. P. SaRRELANGUE. [Illinois med. J., 94, 
322-324, Nov. 1948. 4 figs., 6 refs. 


656. Report of a Case of Precocious Puberty in Girl 
with Analysis of Hormones. [In English.] 

By P. Berean. Acta obstet. gynec. scand., 28, 
123-136, 1948. 8 figs., 24 refs. 


657. The Proper Management of Functional Men- 
strual Disorders. 

By A. E. RaxorF. Med. Clin. N. Amer., 32, 1509- 
1522, Nov. 1948. 4 refs. 

658. Menstrual to Emotional 
Factors. 

By M. FREMoONT-SMITH and J. V. MEIGs. Amer. 
J. Obstet. Gynec., 55, 1037-1043, June 1948. 1 fig., 
13 refs. 

Since amenorrhoea and abnormal bleeding are 
two of the most frequent symptoms met with in 
gynaecological practice, the authors wish to direct 
attention to the importance of emotional factors in 
the causation of such symptoms. Treatment must 
be directed to the patient herself rather than to 
her organs. The case is described of a young woman 
observed over a 10-year period. Her bleeding has 
been of such a degree that hysterectomy was 
considered advisable, but she was referred for 
extensive psychiatric treatment, since when she has 
had no abnormal uterine bleeding. The detailed 
description of the case shows the thoroughness of 
the physical examination. The influence of pituitary 
activity on the genital organs is discussed, and the 
literature of this and of the effect of emotion upon 
menstruation is reviewed. 

[While the abstracter dislikes papers written 
about only one case, he considers that the authors 
have done a service in again stressing the influence 
of emotion upon menstrual function. ] 

G. Gordon Lennon 


Dysfunction due 
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659. Pathology, Symptoms, and Treatment of Amen- 
orrhoea due to War Conditions. (Beitrage zur Pathol- 
ogie, Symptomatologie und Therapie der kriegsbeding- 
ten Amenorrhoe.) 

By K. HorvatH, C. SELLEI, and R. WEIsz. 
Gynaecologia, Basel, 125, 368-374, June 1948. 

During a period of eighteen months’ deportation 
the majority of the women ceased to menstruate. 
On examination after return they showed, in 
addition, subnormal temperature, hypotonus, low 
blood-pressure, and diminution in body weight. 
All the genital organs were atrophied; this was 
presumably produced reflexly by way of the 
vegetative nervous system and hypothalamus as 
wellas by malnutrition. Menstruation was resumed 
in 2 to 3 months without treatment in 32 per cent. 
The majority of women who received treatment 
resumed menstruation in 3 to 16 months. In only 
20 per cent was amenorrhoea irreversible, so that 
the prognosis in these cases was fairly good. Treat- 
ment included administration of follicular hormone, 
anterior pituitary hormone, iodine preparations, 
and vitamins B and C. D. M. Sheppard 


660. Surgical Treatment of the Monophasic Mens- 
trual cycle. (Tratamiento quirtrgico del ciclo mono- 
fasico grave.) 

By G. D1 Paora. Obstet. Ginec. lat.-amer., 5, 
629-634, Dec. 31, 1947. 7 refs. 

The author advocates bilateral subtotal ovarian 
resection, first proposed by Henkel in 1911 for the 
treatment of prolonged or recurrent menorrhagia 
in patients with enlarged ovaries, in selected cases 
of what he calls the ‘‘ monophasic menstrual cycle ’’. 
This is characterized by the persistence of the 
follicular phase and lack of the corpus luteum effect, 
and the clinical manifestations are variable. In the 
shorter forms there is amenorrhoea of the first degree 
with a proliferative endometrium but insufficient 
oestrogenic stimulation to cause bleeding. In the 
intermediate forms bleeding occurs and cannot be 
distinguished from menstruation, but there is 
associated sterility. The prolonged forms corre- 
spond with metropathia haemorrhagica, and there 
is irregular bleeding which may alternate with 
amenorrhoea. This menstrual anomaly may appear 
in a mild form and disappear spontaneously or with 
medical treatment. In a few cases, however, it 
takes on a serious form; in these the ovaries are 
fibrocystic and enlarged, and surgical treatment is 
necessary for cure. 

Thorough investigation, including endometrial 
biopsy and the examination of vaginal smears, is 
necessary in order to select the cases suitable for 
operation. The first and second degrees of amenor- 
rhoea may be distinguished by the daily injection 
of 5 mg. of progesterone, which causes bleeding 
after 4 or 5 days in the first degree cases. Enlarge- 
ment of the ovaries is determined by vaginal or 
rectal examination, under anaesthesia if necessary; 
radiography after pneumoperitoneum is _ not 
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desirable. Finally, the failure of the case to react 
to medical treatment is an important diagnostic 
feature. In 3 cases the disturbance had lasted 
between 1 and 2 years, in 11 between 2 and 5 years, 
and in 6 between 6 and 15 years. Some patients 
had undergone curettage repeatedly—as many as 
4 times. 

The operation is simple. A clamp is applied to 
the hilum, about three-quarters of the ovary is 
removed in a wedge, and bleeding is carefully 
controlled. Examination of the tissue removed 
shows a thickened capsule, a layer of small follicular 
cysts with some preservation of granulosa cells and 
hyperplasia of the theca interna, marked oedema 
and fibrosis of the stroma, and in some cases islands 
of luteal tissue. One ovary, which was removed 
as it was thought to be the seat of a tumour, was 


found to weigh 29 g. instead of the normal 8 to tog. ' 


It is probable that the removal of the mass of tissue 
affects the relation of ovary and hypophysis. 

The operation has a limited place, and the author 
has only carried it out in 22 patients in 8 years. He 
reports the results in 20 patients, of whom 15 were 
27 years of age or more. In 12 cases of functional 
bleeding, menstruation became normal in 5, and 
there were 5 pregnancies and 2 failures. In 5 cases 
of amenorrhoea of the first degree menstruation 
became normal in 4 and there was 1 failure. In 
each of 3 cases of hypomenorrhoea with sterility 
pregnancy occurred. The period of observation has 
been between 2 and 8 years in 17 patients and 1 
year in the remaining 3 patients. Bryan Williams 


661. Premenstrual Mammary Pain. (Douleurs mam- 
maires prémenstruelles. ) 

By X. CHATELLIER. 
2923, Dec. 2, 1948. 


Sem. Hip. Paris, 24, 2922- 


662. Abnormal Uterine Bleeding. 
By B. Worp. Mississippi Dr., 26, 146-152, Nov. 
1948. 1 fig., 14 refs. 


663. Dangers in the Management of the Climacteric. 
By D. M. Fareti. Med. Clin. N. Amer., 32, 
1523-1532, Nov. 1948. 20 refs. 


664. Leucorrhoea. (Fluor.) 

By K. Hernuss. Gynaecologia, Basel, 126, 290- 
311, Nov. 1948. 8 refs. 

665. The Rational Management of Leukorrhea 

By R. Mouter. Med. Clin. N. Amer., 32, 1601- 
1610, Nov. 1948. 

666. New Approaches in Fertility Studies. 

By S. L. Israet. Med Clin. N. Amer., 32, 1533 
1555, Nov. 1948. 11 figs., 45 refs. 

667. Infertility in the Female. 

By S. Payne. Ann. West. Med. Surg., 2, 510- 
513, Nov. 1948. 10 refs. 

668. Newer Aspects of Sterility. 

By M. J. WuHiTELaw. Arizona Med., 5, 25-32) 
Nov. 1948. 8 figs., bibliography. 
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669. The Minimal Diagnostic Surgery for Sterility. 
By C. C. BorHiLer. Texas J. Med., 44, 507-511, 
Nov. 1948. 8 refs. 


670. Symposium of Obstetrical and Gynaecological 
Topics. Uterotubal Insufflation. (Rubin Test.) 

By I. C. Rusin. McGill med. J». 17, 303-310, 
Oct. 1948. 


671. Modern Treatment of Sterility in the Female. 
By A. SHARMAN. Med. Press, 220, 553-557, Dec. 
29, 1948. 1 ref. 


672. Phenolsulfonphthalein as a Test for the Deter- 
mination of Tubal Patency. 

By G. Speck. Amer. J. Obstet. Gynec., 55, 
1048-1050, June 1948. 

A simple safe test for the determination of tubal 
patency is described. It is based upon the fact 
that phenolsulphonphthalein is not easily absorbed 
(if at all) from the normal vaginal mucosa, endo- 
metrium, or endosalpinx, but is readily absorbed 
from the peritoneum. Phenolsuphonphthalein solu- 
tion (10 ml.) is slowly injected into the uterine 
cavity through the ordinary insufflation cannula. 
The patient is given a glass of water to drink. In 
10 minute’s time the cannula is removed. At the 
end of half an hour the bladder, previously emptied, 
is again catheterized and the urine collected in a 
container. Sodium hydroxide (10 per cent) is added 
to the urine. If the urine turns pink or red the 
tubes are considered patent. (The phenolsulphon- 
phthalein solution consists of 12 mg. of phenol- 
sulphonphthalein added to 20 ml. of isotonic saline.) 
This test was carried out on 24 women, and in most 
cases the patency or otherwise of the tubes was 
confirmed by subsequent insufflation, hystero- 
salpingography, or surgery. One patient became 
pregnant several months after the test. 

G. Gordon Lennon 


673. Treatment of Sterility by Dilatation. (A propos 
du traitement de la stérilité par dilatation. ) 

By H. Vicnes. Sem. Hop. Paris, 24, 2921-2922, 
Dec. 2, 1948. 2 refs. 


674. Transuterine Injection of Lipiodol in the Treat- 
ment of Sterility. 

By R. F. Matters. Med. J. Aust., 2, 740-742, 
Dec. 25, 1948. 7 refs. 


675. ‘‘ Tubal Insemination ’’ in the Treatment of 
Certain Cases of Sterility. (A ‘‘ inseminacao tubaria ”’ 
no tratamento de certos casos de esterilidade conjugal.) 

By A. Campos DA Paz FitHo. An. brasil. ginec., 
13, 173-188, Sept. 1948. 2 figs., bibliography. 


676. The Role of Contraception and Therapeutic 
Sterilization in Preventive Medicine. 

By O. J. Totanp. Med. Clin. N. Amer., 32, 
1629-1634, Nov. 1948. 
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677. The Clinical Evaluation of Hyaluronidase in 
Human Infertility. 


By R. Kurzrox. Amer. J. clin. Path., 18, 491- 
498, June 1948. 2 figs., 12 refs. 


The follicle cells which surround the recently 
ovulated mammalian ovum are embedded in a 
viscous gel which holds them together. This gel 
contains or is composed of a hyaluronic acid com- 
plex. Hyaluronic acid, a mucopolysaccharide acid 
of unknown structure, is a substrate of hyaluroni- 
dase, by which it is disaggregated and depoly- 
merized. The enzyme, which is normally present 
in the semen, causes liquefaction of the gel, denud- 
ing the ovum without affecting the ovum itself. 


The author and colleagues (Amer. J. Med., 1946, 
1, 491) described a simple test for hyaluronidase 
in human semen and showed that: (a) the 
hyaluronidase content of human semen increased 
directly with its sperm concentration up to I0o0 
million sperms per ml.; it did not increase pro- 
portionately beyond that concentration, while 
specimens with less than 50 million sperms per ml. 
rarely contained the enzyme; (b) semen specimens 
with excellent sperm counts might not contain 
hyaluronidase (considered infertile); (c) the hyaluro- 
nidase content was not related to the morphology, 
motility, or percentage motility of the sperms. They 
reported 6 cases of sterility successfully treated by 
hyaluronidase. The enzyme was either added to 
artificially inseminated semen, or 10 to 20 mg. of 
the enzyme was packed into the cervix at the time 
of suspected ovulation or on the day before it, 
and the patient instructed to have intercourse. 


The author now adds 33 further successful cases 
out of a total of 102 patients considered suitable 
for hyaluronidase therapy. On the day of, or the 
day before, expected ovulation, excess mucus 
having been gently removed from the external os, 
a thin sterile cotton applicator is inserted into the 
cervical mucus: the applicator is then dipped into 
a watch glass containing the very fluffy purified 
enzyme, which adheres to the mucus on the cotton 
of the applicator, which is then applied to the 
external os. This operation is repeated until 10 
or 20 mg. of the enzyme has been transferred to 
the cervix. Coitus as soon as possible thereafter 
is advised. It is hoped to devise a preparation 
containing hyaluronidase which the patient herself 
will be able to insert daily during the entire fertile 
period. Coitus could then follow immediately. 
Hyaluronidase appears to be of value in cases in 
which: (a) the sperm count is less than 50 million 
per ml.; (b) the sperm count is normal but the 
enzyme concentration is low; (c) occasionally where 
the sperm count is normal and the hyaluronidase 
content adequate. 


Hyaluronidase is not identical with the enzyme 
(papain) which liquefies cervical mucus. The 


additional use of papain may be of value in patients 
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with non-specific endocervicitis. A limited period 
of sexual abstinence does not increase the hyaluroni- 
dase content of semen. Anthony W. Purdie 


678. Hyaluronidase in Treatment of Human Sterility 

By R. E. TaFeEL, P. Tirus, and W. W. WIGHT- 
MAN. Amer. J. Obstet. Gynec., 55, 1023-1029, 
June 1948. 8 refs. 

In 1946, Kurzrok, Leonard, and Conrad claimed 
favourable results with hyaluronidase in the treat- 
ment of infertility The hyaluronidase appears to 
assist fertilization of the ovum by dispersion of the 
follicle cells of the corona radiata around it. 

Two methods were employed. One involved the 
addition of 10 to 20 mg. of bull testis hyaluronidase 
to seminal fluid used for artificial insemination. 
Insemination was performed usually on the first 
and third days closest to the ovulation period, as 
calculated by means of rectal temperature readings. 
No pregnancies occurred in these 12 couples from 
artificial insemination, despite the fact that a total 
of 34 inseminations was carried out. In the second 
method 10 mg. of hyaluronidase was packed into 
the cervix on or about the day of ovulation tempera- 
ture rise, and the couple were instructed to have 
intercourse within a few hours. None of the 13 
patients so treated (34 packings) became pregnant. 
It is interesting to note that one patient who was 
given artificial insemination with hyaluronidase had 
a normal menstrual period after the last insemina- 
tion and, following that period, became pregnant 
without any treatment. This couple with primary 
sterility had been married for 18 years. The cases 
were selected as follows: (1) Any or all faults in 
the female partner had been corrected so far as 
possible. Endometrial biopsies were resorted to in 
proof of ovulation. (2) Major faults in the male 
partner were corrected when possible. Many of the 
male specimens fell within normal values. It is 
concluded that recent reports on the use of the 
enzyme in the treatment of human infertility are 
over-optimistic. D,. M. Stern 


679. Evaluation of the Male Factor in Infertility. 
By E. T. TyLer. Ann. West. Med. Surg., 2, 514- 
516, Nov. 1948. 4 refs. 


Infections of the Reproductive Organs 
680. Trichomonas Vaginalis. 
inalis.) 
By H. A. Nietsen. Ugeskr. Laeg., 110, 1419- 
1423, Dec. 9, 1948. 20 refs. 


(Om trichomonas vag- 


681. The Resistance of Trichomonas vaginalis to 
Various Agents in vitvo. (Resistence trichomonas 
vaginalis in vitro proti nékterym latka4am). [With a 
summary in English. ] 

By K. Kucera. Publ. Fac. Méd. Brno, 21, 1-47, 
1948. 6 refs. 
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682. Arsenical Poisoning following the use of Carbar. 
sone in the Treatment of Trichomonas Vaginalis Vagi. 
nitis. 

By H.C. Frecu. Sth. med. J., 41, 1055, Nov. 
1948. 


683. Beuttner’s Operation for the treatment of Bi. 
lateral Chronic Adnexitis. (Die Beuttnersche Opera- 
tion in der Behandlung doppelseitiger chronischentz- 
undlicher Adnexprozesse.) 

By J. Reimann. Z. Geburtsh. Gynik., 130, 43- 
55, 1948. Bibliography. 


684. Endometrial Culture as Possible Aid in the 
Diagnosis of Pelvic Tuberculosis. 

By H. B. Bourne and P. J. Kearns. Canad. 
med. Ass. J., 59, 567-568, Dec. 1948. 


685. Hemolytic Streptococcal Vaginitis in Children, 

By P. L. Botsvert and D. N. Watcuer, Pedia- 
trics, 2, 24-29, July 1948. 2 figs., 5 refs. 

The importance of culturing all vaginal discharges 
is emphasized. Haemolytic streptococcal vaginitis 
has been misdiagnosed as gonococcal vaginitis when 
only a direct smear has been examined. The present 
study is based on cultures taken from 286 patients, 
524 vaginal cultures being examined. Haemolytic 
streptococci were found in 37 patients (12.9 per 
cent), gonococci in 33, and pneumococci in 11, 
Nasopharnygeal cultures were obtained from 30 of 
the 37 patients with haemolytic streptococcal 
vaginitis. The streptococci were usually recovered 
from the vagina in pure culture; in 21 cases the 
streptococci belonged to group A, in 4 to group B, 
and in 5 to group G. Haemolytic streptococci were 
present in 17 of the 30 patients from whom 
nasopharyngeal cultures were prepared. In 13 
instances these organisms were grouped, and in 
every case they were found to be of the same group 
as those found in the vagina. 

Vaginitis was the presenting complaint in 16 of 
the 37 patients. In addition, streptococcal vaginitis 
was associated with 4 cases of scarlet fever and one 
each of streptococcal pharyngitis, streptococcal 
fever, impetigo, erysipelas of the genitalia, strep- 
toccal peritonitis, and streptococcal osteomyelitis. 
The vaginal discharge was an acute symptom in 
the majority of cases. There was a suggestion of 
more local inflammation in those children with 
streptococcal vaginitis, and a thicker, more creamy 
discharge in those with gonococcal vaginitis. Neither 
the vaginal discharge nor the physical findings were 
sufficiently characteristic to diagnose the infecting 
organism. Haemolytic streptococcal vaginitis was 
found in all age groups but the highest incidence 
occurred in the age group 1 to 9 years. The 
incidence increased in the autumn and winter. 

F. A. Langley 


686. Study of the Incidence and Occurrence of Symp- 
toms of Vaginal Trichomonads and Various Species of 
Yeast in Pregnancy. 
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By C. G. JoHNson and R. Mayne. Amer, J. 
Obstet. Gynec., 55, 852-858, May 1948. 8 refs. 

A series of pregnant women were examined for 
Trichomonas vaginalis and yeast infections. The 
patients were questioned about the occurrence of 
pruritus, urinary discomfort, and vaginal discharge. 
Material from the vaginal walls, posterior fornix, 
and external os was collected on a sterile swab, 
which was rubbed over the surface of a tube cf 
Sabouraud’s glucose agar and then deposited into 
a tube containing 1 ml. sterile saline. The saline 
swab was examined by wet mount immediately or 
within 10 minutes for Trichomonas vaginalis. The 
Sabouraud agar was incubated at room temperature 
for 2 or 3 days and examined for yeast colonies. 

Of 1,197 pregnant women 321 or 26.8 per cent 
were found to harbour Trichomonas vaginalis. Of 
667 pregnant women examined over a period of 
6 months 244 or 37 per cent were found to be 
infected with yeast or yeast-like organisms. Candida 
albicans was found more frequently than Candida 
stellatoidea. Concurrent yeast and Trichomonas 
infection was found in 64 or 9.8 per cent of 654 
pregnant women over a period of 6 months. The 
association of symptoms of pruritus, burning, and 
discharge with trichomonad and yeast infection 
was studied in 360 cases. No trichomonad or 
yeast infection was found in 167 patients and these 
were used as controls. Out of 147 patients having 
no apparent disease, 63 were found on examination 
to harbour one or other or both of the organisms 
studied. T. N. MacGregor 


New Growths of the Reproductive Organs. 

687. The Myelogram in Malignant Tumours of the 
Female Genital Organs. [In Russian.] 

By S. Tasovac and S. STEFANOVIE. 
Arkhiv, 46, 758-762, Sept.-Oct. 1948. 
5 refs. 


Srpski 
2 figs., 


688. An Evaluation of the Cytology Test for Uterine 
Cancer. 

By L. C. ScHeFFey and A. E. Raxorr. Med. 
Clin. N. Amer., 32, 1563-1572, Nov. 1948. 8 refs. 


689. Cytology—New Key to Cancer Diagnosis and 
Research. 

By J. E. Ayre. McGill med. J., 17, 311-324, 
Oct. 1948. 2 figs., 4 refs. 


690. The Radiotherapeutic Treatment of Cancer of 
the Female Genital Tract. 

By M. LeperRMAN. McGill med. J., 17, 325-344, 
Oct. 1948. 3 figs. 


691. Paget’s Disease of the Vulva. 

By W. A. Casper. Arch. Derm. Syph., Chicago, 
57, 668-678, Apr. 1948. 4 figs., 29 refs. 

The vulva was the site of the disease in only 8 of 
the 33 published cases of extramammary Paget’s 
disease. The present author reports a ninth case. 
The patient, a multipara aged 66, complained of an 
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itching eruption of the vulva of one year’s duration. 
There was a demarcated reddish purple area involv- 
ing the labia majora and the mons veneris. The 
labia were swollen and thickened, the surface was 
moist, but no induration was observed. While there 
was no ulceration there were small wart-like excres- 
cences. No sign of lymphatic involvement was 
found and the uterus was normal. Biopsy revealed 
that the rete pegs were filled with islands of atypi- 
cal prickle cells, varied in size and shape and in 
affinity to oesin, the nuclei being hyperchromatic. 
There was no invasion of the corium., No improve- 
ment was noted after one month’s treatment with 
vitamin A, 100,000 units 3 times a day, and testo- 
sterone, 50 mg. 3 times a week. Ineffective also 
was treatment with X-rays, 6 doses, each of 550 r 
filtered through 3 mm. of aluminium, being given 
at intervals of 4 days. Vulvectomy was refused. 

It is suggested that complete serial sections of 
the entire lesion might give evidence of histogenesis. 
The author discusses the origin of the Paget cell, 
whether in the epidermis, in the apocrine gland or 
its duct, or in both? The last conception, that of 
multilocular origin, he finds the most plausible. 

M. A. Dobbin Crawford 


692. Vulvo-perineal Epithelioma and Lymphogran- 
uloma Venereum. (Epitelioma vulvo-perineal e lino- 
granulomatose.) 

By A. H. Rocua. An. brasil. ginec., 13, 167-172, 
Sept. 1948. 2 figs., 12 refs. 


693. Primary Malignant Neoplasms of the Vesico- 
vaginal Septum. 

By H. R. Saver, J. E. MacManus, and M. S. 
Buick. Cancer, 1, 419-426, Sept. 1948. 4 figs., 11 
refs. 


694. Diagnostic Errors in Uterine Fibroids. (Errores 
de diagnostico en la fibromatosis uterina.) 

By M. Urrut1A. Ginec. Obstet. Mex., 3, 321-337, 
Sept.-Oct. 1948. 12 figs., bibliography. 


695. The Treatment of Uterine Fibroids. 
By F. L. Payne. Surg..Clin. N. Amer., 28, 1445- 
1456, Dec. 1948. 3 figs. 


696. Examination of the Endometrium in Uterine 
Fibroids. (L’examen de |’endométre dans le fibrome 
utérin.) 

By C. Mayer. Acta chir. belg., 47, 408-417, Oct. 
1948. 6 figs., 30 refs. 


697. Mesodermal Mixed Tumours of the Uterus. 

By E. C. H. Schmipt and R. B. Schutz. Amer. 
J. Obstet Gynec., 56, 966-972, Nov. 1948. 5 figs., 
16 refs. 

698. Red Degeneration of Uterine Myomas. 

By R. L. FAULKNER. Amer. J]. Obstet. Gynec., 
53, 474-482, Mar. 1947. 6 figs., 8 refs. 

In this paper an attempt is made to simplify some 
of the aspects of red degeneration, pathological 
specimens being illustrated. The usual myoma 
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received its blood supply through multiple branches 
from a vascular arc in the uterus. The vessels are 
thin-walled. Red degeneration is probably due to 
a vascular accident, namely haemorrhage into the 
substance of the tumour. Two possibilities exist, 
primary obstruction of arterial vessels within the 
tumour or venous obstruction at the periphery 
either from simple pressure or from mech- 
anical injury. A peripheral thrombosis occurs, 
blood enters the tumour but cannot leave it, and 
the thin-walled arteries rupture at many points. 

Hyalinization is discussed and the author suggests 
that this state precedes and predisposes to the 
haemorrhagic change. The point is made that 
typical red degeneration is seldom seen in a twisted 
pedunculated tumour of connective tissue or smooth 
muscle unless a hyaline condition pre-exists in the 
tumour before twisting and unless the torsion causes 
occlusion of the arteries and of the veins as well. 
After the accident of red degeneration has occurred 
in a myoma and the stage of acute swelling is over, 
the recovery of the tissue is the same as the recovery 
from haemorrhage in any structure, and the ultimate 
mass may be smaller than before the degeneration 
occurred. Interference with lymphatics probably 
accounts for the dry appearance of the tumour at a 
later date. Red degeneration is not very common; 
an incidence of 7 or 8 per cent is probably accurate, 
most cases occurring in pregnancy. In the non-preg- 
nant uterus red myomata are usually 10 cm. or 
more in diameter before symptoms or signs are 
sufficient to make pre-operative diagnosis very 
certain. 

Conservative medical treatment of the acute 
phases of red degeneration is feasible when the 
diagnosis ts clear, and in pregnancy this line of treat- 
ment is highly desirable. Lilian Raftery 

699. Adenocarcinoma of the Uterine Fundus in Iden. 
tical Twins. 

By J. P. PALMER and R. W. MITCHELL. Amer. 
J. Obstet Gynec., 56, 981-982, Nov. 1948. 9 refs. 


700. Carcinosarcoma of the Uterus. 

By J. R. Lisa, H. Hartmann, I. Bayer, and 
L.D. Bonar. Ann. Surg., 127, 738-744, Apr. 1948. 
4 figs., 16 refs. 

The possibility of sarcomatous change in the 
stroma of an epithelial tumour has been questioned, 
but the authors have collected 11 cases from the 
literature, and describe 2 more of their own, which 
they believe to be true examples of carcinosarcoma. 
Sarcomatous change may precede, follow, or be 
coincidental with the carcinoma. All of the cases 
described occurred after the menopause, which in 
3 cases had been induced by irradiation, and it is 
suggested that there may be some aetiological 
relation between irradiation of this type of tumour. 
The clinical features are identical with those of 
carcinoma, the diagnosis being made on the micro- 
scopical picture of carcinomatous epithelium com- 
bined with sarcomatous changes in the stroma. 
Margaret Puxon 
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701. Sarcoma of the Uterus. Review of Cases at 
the Elizabeth Steel Magee Hospital. 


By M. CoHEN and C. Cravotta. Amer. J. Obstet. 
Gynec., 56, 997-999, Nov. 1948. 9 refs. 


702. Uterine Cancer: Its Early Detection by Simple 
Screening Methods. 


By D. J. McSweeney and D. G. McKay. New 
Engl. J. Med., 238, 876-870, June 17, 1948. 4 figs., 
4 refs. 


All departments at Boston (U.S.A.) City 
Hospital co-operated in referring women over 35 
years of age to the gynaecological clinic for 
“‘screening ’’. This includes taking a full history, 
pelvic examination, speculum examination, and 
examination of a smear from the pool in the 
posterior vaginal fornix. In vaginal smears stained 
by the Papanicolaou method the following cells may 
be seen: (1) Cornified and precornified cells: pave- 
ment-like, with abundant cytoplasm which has an 
irregular angular edge and a small nucleus. (2) 
Basal cells: smaller, rounder, and having a larger 
nucleus in proportion to the cytoplasm. (3) Poly- 
morphonuclear leucocytes: smaller again and with 
a relatively large lobed nucleus. (4) Red blood 
cells: round with nonucleus. (5) Benign giant cells 
(found occasionally): large and multinucleated, 
with nuclei near the cell margin; the nuclei show 
little variation in shape. (6) Histiocytes: these 
have a variable amount of cytoplasm, but the 
nucleus is regular and round or oval with finely 
stippled chromatin; the cytoplasm may contain 
phagocytosed debris. (7) Endometrial cells: often 
occur in groups, have scanty cytoplasm with round 
or oval nucleus, the chromatin of which is finely 
granular. (8) Malignant cells: these have much the 
largest nuclei in proportion to cytoplasm: cyto- 
plasm may not be visible; a nucleolus may be 
present or the nucleoplasm may be disposed in 
coarse clumps; cells of this type appearing in clus- 
ters are characteristic, and the cytoplasmic borders 
may be indistinct and hazy. (9) Special malignant 
cells: these include the ‘‘ tadpole cell ’’, ‘‘ spindle 
cell’ and giant cell. The giant cell contains several 
large, often irregular nuclei, usually placed near the 
centre of the cell. Cells showing mitotic figures are 
hardly ever observed. 


In 639 cases 934 smears were examined and 357 
biopsies were carried out. Biopsy revealed 43 cases 
of epidermoid carcinomata and 2 of adenocarcino- 
mata of the cervix and 9 of adenocarcino- 
mata of the uterine body. Positive vaginal smears 
were found in 51 of these 54 cases. Carcinoma was 
clinically obvious in 42 and suspected and confirmed 
by biopsy in 6; in the other 6 cases it was unsus- 
pected clinically but was diagnosed primarily by 
examination of smears and confirmed by biopsy. 
There were 12 false-positive smears in 585 patients 
found not to have cancer. 
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{All who are interested in smear diagnosis and 
“ screening ’’ should read the excellent comment of 
Foote and Li (Amer. J. Obstet. Gynec., 1948, 56, 
335)-] Magnus Haines 


703. A Discussion of Methods of Detection of Carcin- 
oma of the Uterus with Some Therapeutic Implications. 
J. M. Harris, L. KRouNn, and M. S. PRIvER. 
West. J. Surg. Obstet., 56, 584-587, Nov. 1948. 20 
refs. 


704. Hysterography in Cancer of the body of the 
Uterus. (L’isterografia nel cancro del corpo uterino.) 

By C. Porta. Tumori, 34, 141-150, 1948. 10 
figs., 32 refs. 


705. Cancer of the Corpus Uteri following Radiation 
Therapy for Benign Uterine Lesions. 

By F. R. SmitH and L. BowpEN. Amer. J. 
Roentgenol., 59, 796-804, June 1948. 12 refs. 

The authors discuss the aetiology of cancer of the 
corpus uteri and conclude that it has an endocrine 
basis depending on the fact that normally the repair 
of the endometrium which occurs physiologically 
remains within certain limits under the control of 
ovarian hormones. They suggest that it is an altera- 
tion in this control which is the basis of cancer in 
this organ. 

A full account of the literature on post-irradiation 
aspects is given. The authors supply two criteria 
for cancer following irradiation for benign uterine 
lesions: (1) in all cases biopsy examination must be 
negative at the time of irradiation for the benign 
lesions; and (2) an arbitrary time interval of 10 
years between the negative biopsy and the appear- 
ance of the symptoms of cancer must elapse. Of 
805 cases of proved cancer, only 39 had any history 
of previous irradiation. Of the 39, only to had 
proved benign uterine lesions at the time of their 
original therapy. There were left for analysis only 
8 patients with both criteria; all were married, had 
passed the menopause, and had an interval of 10 to 
23 years between the first irradiation and the 
appearance of symptoms. The original slides were 
reviewed and showed normal endometrium, while 
the later specimens all showed adenocarcinoma. 
Although the annual mortality rates for cancer are 
available, there are no statistics on the prevalence 
of cancer in the female population as a whole, so 
that the true prevalence rate and the authors’ 
incidence rate cannot be compared. They conclude 
that it is impossible to state whether irradiation for 
benign uterine lesions induces uterine cancer. 

B. Sandler 


706. Subarachnoid Injection of Alcohol in Treatment 
of Pain Due to Inoperable Uterine Carcinoma. (L’al- 
coolizzazione subaracnoidea alla dogliotti nella terapie. 
dei dolori da carcinoma inoperabile dell’ utero. ) 

By A. Satvini. Riv. Ostet. Ginec., 3, 138-147, 
Mar.-Apr. 1948. 1 fig., 19 refs. 
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Report of a 


707. Control of Cancer of the Uterus, 
Ten Year Experiment. 

By C. MacFarrane, M. C. Stureis, and F. S. 
FETTERMAN. J. Amer. med. Ass., 138, 941-943, 
Nov. 27, 1948. 


708. The Desirable Management of Fundal Carcin- 
oma. 

By L. C. SCHEFFEY and W. R. Lana. Surg. Clin. 
N. Amer., 28, 1425-1444, Dec. 1948. 4 figs., 32 
refs. 


709. Hemangioma of the Cervix. 
By J. C. WEED. Amer. J. Obstet. Gynec., 56, 
991-993, Nov. 1948. 2 figs., 2 refs. 


710. Attempts at Cytological Differentiation of 
Atypical Epithelium of the Vaginal Portion of the 
Cervix by Tissue Culture and Phase-Contrast Micro- 
scopy. (Ueber Versuche zur cytologischen Differen- 
zierung des atypischen Portioevithels mit Hilfe von 
Gewebeziichtung und Phasenkontrastmikroskopie. ) 

By E. GiatrHaarR. Schweiz. med. Wschr., 78, 
720-724, July 24, 1948. 1o figs., 22 refs. 

The author describes a study of the cytology of 
precancerous and cancerous cervical epithelium by 
phase-contrast microscopy of tissue cultures. In 
cultures from doubtfully precancerous abnormal 
epithelium no pathological cells appear, but cultures 
of genuinely precancerous lesions produce atypical 
cells resembling those in cultures from established 
carcinomata. The quantity of atypical cells in 
cultures is roughly proportional to the degree of 
anaplasia observed in histological preparations. 
Cultures from superficial and invasive carcinomata 
are indistinguishable. The cancerous transforma- 
tion of the epithelium is evidently already estab- 
lished and irreversible before invasion begins. 

R. A. Willis 


711. Some Histopathological Features of the Early 
Diagnosis of Cancer of the Cervix. (Alguns aspectos 
histo-patologicos do diagnostico precoce do cancer do 
colo do utero.) 

By C. GouULART DE ANDRADE. Rev. Ginec. Obstet., 
2, 564-574, Nov. 1948. 8 figs., bibliography. 

712. Spread of Carcinoma of the Cervix. Observa- 
tions of Multicentric Origin of Carcinoma. (Zur Aus- 
breitung des Korpuskarzinoms. Zugleich ein Beitrag 
zur multizentrischen Karzinomentstehung. ) 

By H. Huser. Z. Gerburtsh. Gynik., 129, 139- 
174, 1948. 29 figs., bibliography. 

The author describes in detail 20 cases of 
carcinoma of the uterine body associated with 
ovarian carcinoma. Each case is presented in great 
detail with histological findings. It is stressed that 
there is no direct lymphatic connection between the 
uterus and the ovaries, as inflammation of the uterus 
is stated to be rarely associated with odphoritis. 
The ovary might be involved by indirect lymphatic 
spread, that is, spread to the lumbar glands and 
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thence retrograde spread to the ovary. In the 20 
cases examined the author could find evidence of 
lymphatic spread in 3 only, whilst in a further 4 
cases the mode of spread appeared to be via the 
Fallopian tubes by implantation. 


In 13 cases therefore a multicentric origin of the 
carcinoma is assumed. The author points out that 
in view of the frequency of endometriosis, it might 
be assumed that endometriotic islands could become 
carcinomatous, independently of any other primary 
growth. He therefore searched for evidence of 
endometriosis in carcinomata of the ovary in this 
series of cases. In case 8 he found an adenocarcin- 
oma of the ovary with epithelial pearls and 
evidence of endometriosis. He points out that 
squamous metaplasia is common in carcinoma of the 
uterine body but rare with adenocarcinoma of the 
ovary. Spread direct from uterus to ovary was 
excluded histologically, hence this was a case of 
multicentric carcinoma. In case 20 a carcinoma of 
the cervix, carcinoma of the uterine body, and a 
granulosa-cell tumour were all associated. It is 
pointed out that proof of multicentric origin of 
carcinomata is difficult if not impossible, but in 
10 cases operated upon by the author in which a 
carcinoma of the corpus uteri was associated with 
a carcinoma of the ovary 7 patients were alive and 
well 5 years after operation, which is against the 
tumours being metastatic. The relatively benign 
combination seems to support a multicentric origin. 


The author speculates on the noxious substance 
which might be responsible for the initiation of 
multicentric genital carcinoma arising from the 
Miillerian ducts. The ovary is brought into this 
category because of the incidence of endometriosis. 
He thinks that this substance is one of the 
oestrogens or closely allied to them, but admits that 
so far only their ability to cause marked prolifera- 
tion has been demonstrated. 


[This is an interesting paper because it shows that 
the association of carcinoma corporis uteri and 
ovarian carcinoma is not of as bad prognostic 
significance as would at first appear to be the case. 
Unfortunately no idea is given of how often these 
two carcinomata are associated in a large series of 
cases of carcinoma corporis uteri.] W. P. Hirsch 


713. Surgical and Radiation Therapy for Carcinoma 
of the Cervix. 

By M. Garcia and L. J. MENvILLE. J. Amer. 
med, Ass., 137, 1101-1110, July 24, 1948. 3 figs. 

This article is an extensive review of the literature 
and an assessment of the various treatments, radio- 
logical and surgical, used in cancer of the cervix. 
[It is impossible to abstract what is already an 
extensive abstract. The article is important because 
of its comprehensive nature, and the abstract of the 
discussion at the end contains a summing-up by 
Heyman of Stockholm of present-day views. ] 

G. Gordon Lennon 
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714. The Treatment of Carcinoma of the Cervix 
Uteri. 

By A.M. Evans. Canad. med. Ass. J., 59, 458- 
462, Nov. 1948. 2 figs., 22 refs. 


715. The Role of Surgery in the Treatment of Car. 
cinoma of the Cervix. 

By C. D. Reap. Amer. J. Obstet. Gynec., 56, 
1021-1036, Dec. 1948. 9 refs. 


716. Controversial Factors in the Management of 
Carcinoma of the Cervix. 

By R. A. KtmprouGH and C. W. MUCKLE. Surg. 
Clin. N. Amer., 28, 1415-1423, Dec. 1948. 2 figs., 
24 refs. 


717. Management of Stage I Carcinoma of the 
Cervix. 

By W. E. Costotow. Ann. West. Med. Surg., 
2, 506-509, Nov. 1948. 2 figs., 6 refs. 


718. Present-day Therapy of Cancer of the Cervix, 
(Estado atual da terapéutica do cancer do colo uterino.) 

By A. Camara, J. M. Farts, and I. Roeser. 
Rev. Ginec. Obstet., 2, 582-590, Nov. 1948. 37 
refs, 


719. Granulosa-cell Tumor of the Ovary with Special 
Reference to Radiosensitivity. 

By R. D. Moreton and E. T. LEppy. Amer. J. 
Roentgenol., 59, 717-726, May 1948. 1 fig., 31 refs, 

The literature on the radiosensitivity of granulosa- 
cell tumours of the ovary is reviewed; conclusions 
are found to be difficult to draw. Of 50 cases at the 
Mayo Clinic from 1905 to 1943, 11 were treated by 
irradiation, 7 of them post-operatively. —Intra- 
uterine application of radium can control the 
hormonal symptoms, and this has led many authors 
to conclude that the tumour is very radiosensitive, 
but recurrence is common and intrauterine radium 
alone will not control the growth. The authors class 
the tumour as ‘‘ moderately radiosensitive”’ 
(Desjardin’s Group III); it is more sensitive than 
most other ovarian adenocarcinomata. 

The authors employ deep X-ray therapy with the 
following factors: 200 kV, 0.75 mm. Cu+1 mm. Al 
filter, focus-skin distance of 50 cm., surface dose 
540 r to each of 2 anterior and posterior pelvic fields. 
Two lateral fields may be added for large patients. 
If the tumour ruptures before removal, the whole 
abdomen is treated by 4 anterior and 4 posterior 
fields. Another course is usually given after 2 to 3 
months, and later if necessary because of recurrence. 
[In Britain much higher dosage would generally be 
considered advisable. ] J. Walter 


720. The Significance of Cystic Enlargement of the 
Ovary with respect to Treatment. 


By I. L. FRANK. Med. Clin. N. Amer., 32, 1611- 
1628, Nov. 1948. 6 figs., 33 refs. 
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721. Bilateral Ovarian Fibroma. 

By B. Havtpert and W. K. HartrorD. Amer. 
J. Obstet. Gynec., 56, 1188-1191, Dec. 1948. 3 
figs., 5 refs. 


722. Meigs’s Syndrome. 
By W. R. WHITEHOUSE and R. W. Kimsro. 
Amer. J. Obstet. Gynec., 56, 983-984, Nov. 1948. 


723. Adrenal-like Masculinizing Tumor of the Ovary 
Associated with Bleeding Fibromyoma Uteri. 


By G. A. WILLIAMS and W. A. MENDENHALL. 
Amer. J. Obstet. Gynec., 53, 525-528, Mar. 1947. 
1 fig., 6 refs. 


The literature on adrenal-like tumour of the ovary 
is limited by the paucity of material and is compli- 
cated by diversity in nomenclature and classifica- 
tion. The tumour is variously called adrenal 
tumour, adrenal carcinoma, adrenal cortex carci- 
noma, hypernephroma, interstitioma, lipoid-cell 
tumour, and luteoma of the ovary. 


A short review of the literature is given. The 
ages of patients in all cases reported varied from 15 
to 62 years and all had amenorrhoea. None had 
co-existent fibromyomata uteri; one had associated 
dermoid cysts. Hypertension and obesity were 
common, and all patients had masculinization of 
one type or another. Glycosuria was often a symp- 
tom and polycythaemia vera an occasional one. 
The few hormone studies made showed a rise in 
androgens and fall in gonadotrophins and oestro- 
gens. 


The case reported is of a woman of 54 who had 
had 3 children. She was 5 ft. 2 in. (1.57 m.) in 
height and weighed 200 lb. (go kg.). Her blood 
pressure was 180/100 mm. Hg. There had been no 
amenorrhoea but the patient complained of irregular 
vaginal bleeding of 36 months’ duration. Mascu- 
linizing features had been present for the past 6 
months and the patient suffered from severe acne. 
Pelvic examination revealed an excitable, enlarged 
clitoris, atrophic vagina, normal cervix, and 
enlarged uterus containing two or more discrete 
nodules diagnosed as fibroids. At laparotomy total 
hysterectomy with bilateral salpingo-odphorectomy 
was performed. Convalescence was normal. By 
the eighth day the acne was improving and the 
blood pressure was 130/80 mm. Hg. The patho- 
logical report stated that several fibroids were 
present in the uterus, in which the endometrium 
was atrophic. The Fallopian tubes and cervix were 
normal. The right ovary was very sclerotic, the 
left ovary measured 5 x 5 x3 cm. and hada 
smooth capsule. Microscopically there was only a 
Narrow covering layer of identifiable ovarian tissue, 
the main mass consisting of a broad sheet of large, 
faintly granular, lipoid type of cells with little 
supporting connective tissue and numerous blood 
vessels. No necrosis was present although there was 
an occasional small area of haemorrhage. There 
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were no giant cells. Follow-up examination showed 
marked improvement in the clinical condition. 
Lilian Raftery 


724. Dysgerminoma of the Ovary. 

By T. P. ScHomaker, H. W. Gtascock, and 
B. M. CHapMAN. Amer. J. Obstet. Gynec., 53, 
520-524, Mar. 1947. 4 figs. 

Two cases of dysgerminoma of the ovary are 
reported. One case is of dysgerminoma associated 
with a normal pregnancy, the other case is of 
dysgerminoma with normal menstruation and 
marked under-development of the internal genital 
organs. 

A 21 year-old woman complained of 2 months’ 
constipation, 2 months’ amenorrhoea, and an 
abdominal mass noticed during these 2 months. 
Menstruation commenced at 12 years and was 
normal. There was a frequency of micturition and a 
gain of 10 Ib. (4.5 kg.) in weight in 4 weeks before 
admission to hospital. The patient was well 
developed with normal secondary sex character- 
istics. An abdominal mass rose in the mid-line 22 
cm. above the symphysis pubis and was smooth, 
freely movable, and apparently cystic. The cervix 
was soft and congested. The body of the uterus was 
not defined. Intravenous urography revealed dilata- 
tion of the right calices, the kidney pelvis and 
proximal ureter being displaced to the left. Barium 
enema examination disclosed a slight pressure 
deformity of the rectum and displacement of 
ascending colon and caecum, The Friedman reac- 
tion was positive. At laparotomy the mass was 
found attached to the right broad ligament by a 
pedicle. It was removed after ligation of the pedicle. 
The left ovary and Fallopian tube were normal. 
Recovery was uneventful. 

The ovarian mass measured 19 x 13 x II cm. 
with a pedicle 2 cm. in diameter. The surface was 
nodular and consistency gelatinous with scattered 
cystic areas and some haemorrhagic extravasation. 
Microscopically there were nests, masses, and cords 
of large cells with a granular and vascular 
nucleus, clear cytoplasm, and well defined margin. 
Numerous mitotic figures were present. Tumour 
giant cells were seen. Lymphocytes infiltrated a 
delicate framework of fibrous tissue. Some areas of 
necrosis were present. The patient went to term 
and was delivered of an 8%4 pound (3.8 kg.) girl 
without complications. Two years later she still 
remained well. 

In the second case, a 22-year-old woman com- 
plained of soreness in the right lower quadrant, an 
abdominal mass, and constipation. Menstruation 
began at 14 years and was regular and normal. The 
body build was masculine with poorly developed 
breasts and a narrow pelvis. A cystic mass was 
felt filling the lower portion of the abdomen up to 
the umbilicus. The hymen was intact and the 
external genitals were normal but on rectal examina- 
tion the cervix and uterus could not be palapated. 
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At operation the mass was removed from its attach- 
ment to the right broad ligament. The left ovary 
was not present. Only a small maldeveloped left 
Fallopian tube could be seen, and a rudimentary 
uterus represented by a retroperitoneal thickening 
about 5 cm. in length and of the diameter of a lead 
pencil. Recovery was uneventful. The pathological 
findings were similar to those in the first case, but 
in addition there were marked degenerative changes. 
Deep X-ray therapy was given and 4 months later 
there were no signs of recurrence. 
Lilian Raftery 


725. Dosage Measurements for Various Methods of 
Intrauterine Radium Applications in Cancer of the 
Endometrium. 

By J. F. Noran and W. Nato.i. Amer. J. 
Roentgenol., 59, 786-795, June 1948. 9 figs., 14 
refs. 

The authors, working in the Washington Univer- 
sity School of Medicine, St. Louis, Mo., attempt to 
measure the variation of intrauterine radium 
implantations under standard conditions. Their 
experimental procedure was to use a masonite 
‘* presdwood ”’ phantom and a film method of dosi- 
metry. They adopted six plans for the insertions 
with varying amounts of radium. They give two 
tables: one shows values for radiations at specific 
points around the surface of the uterus per 1,000 
milligramme-hours for each treatment plan studied; 
the other shows how minimum and maximum 
values affect the range of permissible milligramme- 
hour exposure. They conclude from these tables 
that the two plans in which multiple small applica- 
tors in the uterus are used give the most satis- 
factory results, and give reasons for this. They show 
that the pelvic wall does not receive a dose at thera- 
peutic levels, and conclude that the field of radiation 
is made more effective by adding as many radium 
sources as possible. 

[It is regrettable that the points in the pelvis 
chosen for dosage estimation are not exactly com- 
parable with those chosen by other workers in this 
field, and particularly regrettable that the pioneer 
work of the British workers (notably Mayneord, 
Honeyburne, Neary, Todd, Sandler, and Winter- 
nitz) is not mentioned, especially as this paper 
seems to be merely a repetition of this work. It 
seems essential that, where research workers are 
repeating work previously done by others, their 
data should be presented in a way easily comparable 
with the earlier work. The film method of dosi- 
metry does not seem to be devoid of experi- 
mental error, and its accuracy as compared with 
other methods of direct measurement is question- 
able. ] B. Sandler 


726. Cystic Glandular Hyperlasia of the Post-meno- 
pausal Endometrium. (Hiperplasia glandular cistica 
do endométrio pés-menopausi. ) 

By A. SEnrRA. An. brasil. ginec., 13, 189-196, 
Sept. 1948. 5 figs., bibliography. 
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727. Urologic Manifestations of Endometriosis with 
Report of Two Cases. 

By W. G. ScHuLtz and E. C, GRaF. Arizona 
Med., 5, 44-47, Nov. 1948. 5 figs., 15 refs. 

728. Endometriosis of the Vagina following Vaginal 
Hysterectomy. 

By W. J. Reicu, M. J. Necurow, and R. 
AsrAMs. Amer, ]. Obstet. Gynec., 56, 1192-1194, 
Dec. 1948. 2 figs., 21 refs. 


729. A Case of Endometriosis of the Rectum. (Un 
caso di endometriosi del retto.) 

By G. Sirvestri. Minerva chir., Torino, 3, 537- 
542, Nov. 1948. 4 figs. 


730. Hormone Treatment of Symptoms of Endo. 
metriosis. (Uber die hormonale Behandlung der Endo- 
metriosebeschwerden. ) 

By F. HorrmMan. Geburtsh. u. Frauenheilk., 8, 
806-808, Dec. 1948. 2 refs. 


731. Six Cases of Primary Carcinoma of the Fallo- 
pian Tube. 

By L. A. Emce. West. J. Surg. Obstet. Gynec., 
56, 334-345, June 1948. 10 figs., 48 refs. 

The author writes from Stanford University 
School of Medicine, California, where Fallopian 
tubes had been removed from 2,000 patients at 
operation since 1915. Examination of these 
revealed primary carcinoma in 6 cases (0.3 per cent); 
these 6 cases form 0.44 per cent of all genital cancers 
in the same period. 

Detailed case reports are given and the problems 
of diagnosis and treatment are discussed but no 
claim is made to new contributions to earlier diag- 
nosis or treatment of the disease, though the author 
suggests that the vaginal smear method represents 
a safer and more accurate approach to the diag- 
nostic problem. None of the patients survived for 
18 months after operation. 

No feature was common to all 6 patients except 
that they were all over the age of 33 and the 
majority between 45 and 60. The author holds that 
it is no great omission to fail to diagnose the condi- 
tion preoperatively. He strongly recommends, 
however, the immediate bisection of every organ 
removed at operation so that radical surgery may be 
performed and the patient be given the one possible 
chance for permanent cure, since accumulated 
experience leaves no doubt that neither secondary 
operation nor radiation therapy will improve the 
chances of ultimate survival. 

The diagnosis classically hinges on the recogni- 
tion of two possible characteristics frequently over- 
looked, namely: (1) pelvic inflammatory disease 
occurring at an age when tubal infection is rare 
and malignancy common; and (2) sudden unex: 
plained profuse uterine discharge. These features 
occurred in only one of the six cases and it is 
stressed that under propitious circumstances the 
recognition of the triad of lower abdominal pain, 
watery or blood-stained discharge, and a lateral 
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pelvic mass connotes the possible existence of tubal 
cancer and calls for prompt surgical exploration. 

The treatment of the conditions is surgical and 
as radical as possible, though the author believes 
that when neighbouring viscera are involved even 
an extensive operation will not achieve a cure. 
X-ray irradiation is not curative. 

The pathological changes in the six cases were 
the usual ones. In one case the condition was 
bilateral. The author believes that the condition 
remains localized for a considerable length of time 
provided the fimbriae close before carcinoma cells 
can spill into the pelvis; the tubal wall permits 
enormous distension before the muscular layers are 
invaded; lymphatic invasion probably precedes 
this. Donald Beaton 


732. Salpingosis. (Endosalpingiosis.) Case Report. 
By E. G. Powers and O. N. Hooker. Texas J. 
Med., 44, 457-459, Oct. 1948. 2 figs., 8 refs. 


Operations. 

733. The Intelligent Use of Surgery in Pelvic In- 
flammatory Disease. 

By C. T. BeecHam. Surg. Clin. N. Amer., 28, 
1477-1485, Dec. 1948. 1 fig., 10 refs. 


734. Avoidance of Post-operative Adhesions. 
Verhiitung postoperativer Adhasionen.) 

By R. T. v. JAScHKE. Geburtsh. u. Frauenheilk., 
8, 789-791, Dec. 1948. 11 refs. 


(Zur 


735. A Self-retaining Abdominal Wall Retractor. 
(Ein selbstspannender Bauchdeckenhalter. ) 

By R. HELLMANN. Geburtsh. u. Frauenheilk., 8, 
825-829, Dec. 1948. 1 fig., 12 refs. 


736. Studies on Serum Proteins after Gynaecological 
Operations. (Studien uber die Serumeiweissverhilt- 
nisse nach gyniikologischen Operationen. ) 

By H. K. Zinser. Z. Geburtsh. Gynik., 130, 
7-32, 1948. 6 figs., bibliography. 


737. Pre-operative Oestrogen Medication in Cases of 
Complete Rectovaginal Rupture. (Preoperativ ostro- 
genbehandling ved totalruptur.) 

By J. Lovsetr. Nord. Med., 38, 1121-1122, June 
4, 1948. 8 refs. 

The author reports on 74 cases of complete 
recto-vaginal rupture treated by operation between 
1941 and 1947. During the first 2 years and 7 
months oestrogen was not given pre-operatively and 
27 operations were performed. The wound healed 
mM 20 cases and broke down in 7. From August 
1943, stilboestrol was administered pre-operatively 
and all the 47 operations performed in this period 
were successful with the exception of one in which 
a small fistula developed; this closed after a 
further 10 days’ oestrogen treatment and the use 
of a rectal tube. The dose finally given was 0.3 
mg. of stilboestrol 3 times a day for 8 days pre- 
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operatively and 5 days post-operatively. The 
author points out that the theoretical foundation 
for this treatment lies in observations recently made 
on the vasodilator action of oestrogens. 

B. Nordin , 


738. Newer Methods in the Management of the Ab- 
normal Cervix. 

By G. A. Hawn. Surg. Clin. N. Amer., 28, 
1401-1413, Dec. 1948. 4 figs., 6 refs. 


739. Review of Three Hundred Anterior and Posteri- 
or Colporrhaphies, with a Plea for an Anatomical Cor- 
rection of these Traumatic Hernias Earlier and with 
Presentation of Author’s Procedures of Repair 

By W. O. JoHNson. Amer. J. Obstet. Gynec., 
56, 110-111, July 1948. 7 figs., 12 refs. 

The author presents a statistical report of the 
results of colporrhaphy in 300 patients operated 
upon by himself (or under his supervision) on 
account of moderate to severe cystocele and 
rectocele. He illustrates the steps in his standard 
procedure by diagrams, from which it appears that 
he advocates plication of the prolapsed bladder by 
multiple purse-string sutures, with separate suture 
of the pubo-vesical-cervical fascia, and that his 
method for repair of rectocele involves the plication 
of the areolar tissue over the exposed anterior rectal 
wall to close a supposed defect of inverted ‘‘ T”’ 
shape. In addition to colporrhaphies, the operation 
involved amputation of the cervix in 27.6 per cent 
of cases, while in 60.6 per cent the uterus was 
removed, by the abdominal route in 8.6 per cent 
and by the vagina in the remainder. In 6 per cent 
tubal ligation was carried out. A follow-up of these 
patients showed results classified by the author as 
good in 76.6 per cent, as satisfactory in 15 per cent, 
and as poor in 8.3 per cent. Amongst those classified 
as poor, there were 6 cases (2 per cent) of patients 
with ‘‘ urgency’’ incontinence of urine. The 
author makes a special plea for the repair of pro- 
lapse at or about the age of 40, or ‘‘ as soon as the 
family is completed ’’. W.I. C. Morris 


740. Prolapse of the Vagina following Abdominal 
Hysterectomy. 

By D. A. Bicxet. Amer. J]. Obstet. Gynec., 56, 
152-159, July 1948. 4 figs., 9 refs. 

A group of 16 cases of vaginal prolapse after 
subtotal abdominal hysterectomy was studied. This 
group did not include patients with an enterocele 
after vaginal hysterectomy. The cases were 
collected over a period of 17 years of private and 
hospital practice, and during this time no similar 
case was seen after either total or vaginal hysterec- 
tomy. In none of the cases had the hysterectomy 
been performed by a gynaecological surgeon or one 
particularly interested in pelvic surgery. In 5 
patients there was a complete eversion of the 
vagina, and in 2 of these a previous attempt at 
repair had been unsuccessful. Eight cases were 
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treated in a completely satisfactory manner and 1 
with improvement, by a vaginal plastic repair in 
which the utero-sacral and transverse cervical liga- 
ments were exposed and sutured so as to prevent 
a recurrence of enterocele. In 4 cases in older 
women an occlusion operation of the Le Fort type 
was performed with satisfactory results, and in 4 
no operation was attempted, symptoms in 2 of 
these patients being relieved by the use of a pessary. 
The authors point out that some cases of vaginal- 
wall prolapse after hysterectomy are due to faulty 
planning at the time of the original operation. The 
prolapse at that stage may sometimes be partly 
concealed by large tumours preventing descent of 
the uterus, though even when there is no evidence 
of prolapse at the time of the original operation it 
may on occasions develop subsequently. If it is 
present at the time of the first operation then the 
operation of choice would be vaginal removal of the 
uterus with repair of the hernial defect. 
J. Stallworthy 


741. The Surgical Approach in the Management of 
Uterine Displacements 


By J. B. Montcomery. Surg. Clin. N. Amer., 
28, 1457-1467, Dec. 1948. 6 figs., 10 refs. 


742. Procidentia. A New Operation to cure the 
** Remaining ’’ Prolapsed Cervix or Vaginal Hernia. 


By R. C. Cuarrin. Amer. J. Surg., 75, 691-694, 
May 1948. 5 figs., 6 refs. 

The author begins by mentioning subtotal 
abdominal hysterectomy, as he firmly believes that 
if the round ligaments are buried in the open cut 
ends of the cervix the incidence of prolapsed cervix 
would be lessened. He describes a technique for 
burying the round ligaments. In the actual prolapse 
he recognizes four degrees, which seem to be the 
ordinary three degrees with the first degree divided 
into two parts. [There seems to be no clear reason 
for this.] He strongly condemns vaginal hysterec- 
tomy; indeed, he condemns total hysterectomy by 
any route. He believes that the cervix is essential 
to a proper repair, and that its removal predisposes 
to cystocele. He is also of the opinion that the best 
operation for the first three degrees of prolapse is 
that of interposition. For procidentia he performs 
his own vaginal subtotal hysterectomy with trans- 
plantation of round ligaments (described in Amer. 
J. Surg., 1944, 66, 328) plus a perineorrhaphy. He 
then describes clearly, with diagrams, his operation 
for the ‘‘ remaining’’ prolapsed cervix; this is 
begun abdominally and finished vaginally, and the 
round ligaments are inserted into the posterior 
cul-de-sac of the vagina and the cervix is anchored 
under the urethra. He claims 100 per cent cures 
in 16 cases of prolapsed cervix and vaginal hernia, 
and gives four criteria for cure of the condition. 
B. G. Spiers 
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743. A Modification of Ventral Suspension for Uter. 
ine Prolapse. [In Russian. ] 

By M. M. Gorsenko. Akush. Ginek., No. 4, 14- 
15, July-Aug. 1948. 2 figs., 1 ref. 

In cases of uterine prolapse, the author, after 
making a midline lower abdominal incision, fashions 
a triangular flap of aponeurosis 10 cm. long, with 
its base 3 cm. broad and just above the pubes and 
its free apex above. This flap is turned back into 
the peritoneal cavity and stitched to the uterus in 
such a manner that the apex is attached to the 
posterior wall and the portion near the base to the 
fundus. The uterus is thus maintained in anteverted 
position but retains a certain degree of mobility. 

S. S. B. Gilder 


744. An Original Operation for Uterine Prolapse in 
Older Women. [In Russian. ] 

By E. M. Karitun. Akush. Ginek., No. 4, 15-19, 
July—Aug. 1948. 7 figs, 2 refs. 

The operation of colporrhaphy described has been 
carried out with success in 12 cases of prolapse 
in older women (3 over 60 years of age). Two lateral 
strips of vaginal wall are removed, and the edges 
of the raw areas are sewn together. The strips are 
so fashioned that only a median area of vaginal 
wall from cervix to vaginal orifice remains anteriorly 
and posteriorly. This area is narrow at its cervical 
end (half a fingerbreadth) and gradually widens 
to reach a width of 1% fingerbreadths at its 
external end, the latter being placed in the case of 
the anterior area 1.5 cm. distant from the urethral 
orifice. The steps in the operation are quite clear 
from the diagrams in the text. S.S.B. Gilder 


745. Repair of Recurrent Prolapsus Uteri. 
By D. R. Knapp. Texas J. Med., 44, 547-549, 
Nov. 1948. 3 figs., 1 ref. 


746. Some Suggestions in Operative Technique. 
I, Fixation of the Cervical Stump in Vaginal Opera- 
tions on the Uterus for Prolapse. II. Pedicle Fascia 
Lata Graft for Covering especially Large Post-operative 
Incisional Herniae. III. Separate Covering of the 
Bladder by Peritoneum in Vaginal Hysterectomy. 
(Einige operationstechnische Vorschliige. I. Fixation 
des Cervixstumpfes bei vaginalen Uterus—und Pro- 
lapsoperationen. II. Gestielte Fascia lata-Plastik zur 
Deckung von besonderen grossen postoperativen Nar- 
benbriichen. III. Gesonderte Deckung der Harnblase 
mit dem Peritoneum bei vaginalen Uterusextirpatio- 
nen.) 

By B. BELONOSCHIKIN. 
scand., 28, 213-232, 9 figs. 


Acta obstet. gynec 


747. Ligamentous Cystopexy in the Treatment of 
Utero-vaginal Prolapse. (La cistopessi legamentosa 
nella cura del prolasso utero-vaginale.) 

By S. Giurrripa. Riv. Ostet. Ginec., 3, 127-137; 
Mar.—Apr. 1948. 6 figs. 
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REVIEW OF CURRENT LITERATURE 


748. Complete Prolapse Following Hysterectomy. 
By M. N. Hyams. N.Y. St. J. Med., 48, 2581- 
2586, Dec. 1, 1948. 5 figs., 20 refs. 


749. Primary Mortality after the Extended Abdomi- 
nal Wertheim Operation for Carcinoma of the Cervix. 
(W sprawie pierwotnej smiertelnosci po rozszerzonym 
zabiegu brzusznym Wertheima w raku szyjki macicz- 
nej.) 

By B. Stepowski. Przeg. Lek., 4, 261-267, Apr. 
15, 1948. 22 refs. 

At the University Clinic of Gynaecology in 
Cracow the Wertheim operation has been performed 
for many years, and has never been abandoned in 
spite of the encouraging results obtained by radia- 
tion treatment at various clinics abroad. Of late 
years, however, all patients have been submitted 
to deep X-day therapy after the Wertheim operation 
in order to obtain more favourable results. The 
author considers that there is not much difference 
in the final results of irradiation and of surgical 
therapy of cancer of the cervix, The Wertheim 
operation is usually held to result in greater 
operative mortality. This danger is not so great, 
however, if only cases really suitable for operation 
are selected. After the war 4or cases of cancer of 
the cervix were treated in the Gynaecological Clinic 
in Cracow. The total number of diagnosed cases 
was greater but about 200 patients were not treated. 
Only 150 cases were treated surgically. Thus the 
relative percentage of cases treated surgically was 
37-4 per cent, while the absolute percentage was 
25.1 per cent. All patients in this group were in 
addition treated with X-ray therapy a short time 
after the operation. The primary mortality rate 
was only 3.33 per cent. The small percentage of 
operable cases is explained by the highly unfavour- 
able conditions during the war when the population 
was often deprived of medical assistance. There 
was a Jarge number of advanced cases which could 
not be treated, and many patients arrived at the 
hospital in extremis. The conditions are better 
now, and consequently the percentage of cases 
suitable for operation has increased of late months. 
Cases operated upon were mostly in the first and 
second stages but some cases in the third stage were 
also treated surgically. The causes of death were 
heart failure, peritonitis, and pneumonia. Only a 
few complications were met with. The most fre- 
quent of these was purulent pyelo-cystitis. Two 
ureteric fistulae were found some time after 
operation. Both healed in the course of the two 
following months without surgical treatment. Some 
256 cases of cancer in all stages were treated by 
tadium and X-rays. The experience of clinical 
Practice shows that if careful selection of cases is 
made and the operation is performed by a well- 
trained surgeon the potential danger of the Wert- 
heim operation is considerably lessened. [The 


subject is most important because the choice of the 
method of treatment of cancer of the cervix and 
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the almost universal use of radium and X-ray 
therapy nowadays are determined rather by the 
fact that the figures for primary mortality after 
radiation treatment are low and those after surgical 
treatment high than by the final results. The 
Gynaecological Clinic of Cracow University used 
the Wertheim operation with deep X-ray therapy 
as a routine from 1935 to 1939. Therapy with 
radium and deep X-rays was used only in inoperable 
cases, and in some of them as palliative treatment 
only. The primary mortality after the Wertheim 
operation was below 5 per cent in spite of the fact 
that almost all third-stage cases were also operated 
on at that time. This relatively low percentage of 
operative mortality was partly due to use of blood 
transfusion. Now that sulphonamides and penicillin 
are available the primary mortality of the Wert- 
heim operation should be considerably lower. ] 
C. Uhma 


750. Hysterectomy. Pathological Analysis of 2000 
Uteri Removed at Operation. 

By S. J. Rose. J. med. Soc. New Jersey, 45, 
583-588, Dec. 1948. 5 figs. 


751. Sterilization with the Peritoneoscope. 
By P. L. Prayrair. S. Afr. med. J., 22, 711-714, 
Nov. 27, 1948. 3 figs., 5 refs. 


752. Additional Report on Puerperal Sterilization in 
Hawaii (1943-47.) A survey of the Operation in Three 
Honolulu Hospitals. 

By H. E. Bowtes. Hawaii med. J., 8, 36-38, 
Sept.-Oct. 1948. 4 refs. 


753. Temporary Ligation of the Ovarian Pedicle. 
(La ligadura temporaria del pediculo ovarico.) 

By E. Frets. Rev. Soc. argent. Biol., 23, 101- 
106, Dec. 1947. 1 fig., 6 refs. 

The author has shown in previous work that 
ligation of the ovarian pedicle in the white rat 
results in frequent and prolonged oestrous cyc'es 
with uterine hyperplasia, atrophy and atresia of the 
ovaries, and castration changes in the pitu‘tary. In 
order to study the results of temporary ligation he 
has developed a special technique by which the risk 
of sepsis is minimized. The ovaries are exteriorized 
through small dorsal incisions and are surrounded 
by a linen ligature with a knot on the skin which 
can later be cut. It has not been found that the 
ovary becomes adherent to the peritoneum, even 
after several days. 

This procedure was carried out in 50 adult white 
rats, the duration of ligation varying between 25 
minutes and 4 days and the period of observation 
between 2 and 236 days. Of 30 rats in which the 
vaginal secretion was examined daily oestrus 
appeared in 16 within the first 14 days—in 9 of 
these in the first week and in 5 within 1o days. 
The duration of ligation varied between 30 minutes 
and 4 days. In the remaining rats oestrus appeared 
after 15 to 68 days, the duration of ligation varying 
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between 45 minutes and 4 days. Temporary liga- 
tion causes the appearance of oestrus in a shorter 
time than does permanent ligation, after which 
oestrus never appears within the first week and in 
most cases only after 14 days. The course of the 
oestrous cycle, however, was more or less similar, 
as were also the ovarian changes of necrosis, 
atrophy, cyst formation, follicular atresia, and 
thecal proliferation. The uterus also became hyper- 
plastic. The anterior lobe of the pituitary showed 
castration changes in spite of ovarian hyper- 
function. Out of 17 rats observed for between 131 
and 236 days there were 3 with a normal pituitary, 
3 with enlargement but without histological 
changes, and 11 with marked castration changes, 
such as cellular enlargement or oedema, vacuola- 
tion, and appearance of signet-ring cells; these 
changes were found even when oestrus was present 
in the genital organs, and were completely inde- 
pendent of the duration of ligation. 

The main difference between temporary and 
permanent ligation lies in the earlier appearance 
of oestrus after the former. The author stresses the 
importance of careful operative handling of the 
human ovary and of avoiding interference with its 
circulation for any length of time. 

Bryan Williams 


754. Preservation of Function in Cystic and Sclero- 
tic Ovaries. Report of Sixteen Cases of Single Ovary. 

By P. Jacosson. Surg. Gynec. Obstet., 87, 31- 
43, July 1948. 11 figs., 14 refs. 

The author stress the importance of preserving 
ovaries when these are cystic or sclerotic, and states 
that this can be done by proper surgical treatment. 
He believes that the cause of the condition is in 
the ovary itself. To prove, clinically, that such 
ovaries are amenable to surgical treatment, he 
reports 16 cases in which operation was performed 
for cystic disease on a remaining ovary, the other 
having previously been removed. The pathology 
of the condition is discussed; it is stated that ovarian 
dysfunction arises from interference with the 
circulation of the ovary by the pressure of cysts in 
the region of the white line. The technique of 
exploration and removal of these cysts and fibrosed 
areas with re-establishment of the circulation to 
the ovary is described. Good diagrams illustrate 
the procedure. A typical case is briefly described 
with the operative findings. 

[This theory of a cystic condition or fibrosis of 
the ovary interfering with the blood supply and 
thus causing dysfunction is a rational one but 
difficult to prove. Only one of the cases is described, 
and that incompletely. | L. W. Lauste 


755. Tubal Implantation (Indications, Technique, 
Results). (Die Tubenimplantation (Indikationsstel- 
lung, Operationstechnik und Resultate). 

By J. Vitavsky. Gynaecologia, Basel, 125, 
347-308, June 1948. 17 figs., 20 refs. 

Tubal occlusion accounts for about half of all 
cases of sterility. The causes of occlusion are many 
and various. On account of its low success rate, 
tubal implantation is but rarely performed. 
Nevertheless, it has its, place if certain indications 
and contra-indications are observed. The site of 
occlusion should be in the isthmic or interstitial 
portion of the tube. No other pelvic operation 


should be performed simultaneously, with the 


exception of implantation fol'owing removal of an 
ectopic sac from the interstitial portion. Tuber- 
culous salpingitis is an absolute contra-indication 
Both partners should be thoroughly investigated 
for sterility before resorting to operation. Pelvic 
inflammation should have completely subsided and 
the erythrocyte sedimentation rate should be 
normal before operation. Any of the accepted 
techniques of tubal implantation may be employed. 
Three to six weeks later normal] saline and penicillin 
are run through the tubes, and 3 to 6 months later 
a uterosalpingogram is taken to confirm patency. 
Subsequent pregnancy should be carefully super- 
vised. The author, working in the University of 
Basle Gynaecological Clinic, describes 18 cases, and 
although the success rate was only Io per cent a 
strong plea is made for a more extended use of 
the operation in favourable cases. 
D. M. Sheppard 

756. Re-implantation of the Round Ligament. (La 
neo-implantacién del ligamento redondo.) 

By R. G. Pastor. Rev. esp. Obstet. Ginec., 7, 
287-294, Sept.-Oct. 1948. 14 figs., 1 ref. 

757. Orthostatic Incontinence and the Michon Oper: 
ation. (L’incontinence orthostatique et l’opération de 
Michon.) 

By R. Boure. Brux.-méd., 28, 2505-2506, Nov. 
28, 1948. 

758. Transurethral Resection of the Female Bladder 
Neck: A Rebuttal. 

By S. S. Barrp and H. M. Spence. Urol. cutan. 
Rev., 52, 658-661, Nov. 1948. 1 ref. 

759. The Twin-stitch Technic for Urinary Inconti- 
nence,. 

By R. Tauper. Urol. cutan. Rev., 52, 666-667, 
Nov. 1948. 2 figs., 2 refs. 

760. Circular Prolapse of the Urethra. 

By J. H. ZeiGMaAN and R. A. KIMBrouGH. Amer. 
J. Obstet. Gynec., 56, 950-954, Nov. 1948. 2 figs., 
16 refs. 
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